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THE PHYSICIAN AND HIS ESTATE 


HARRY A. BLACKMUN, LL.B. 
Rochester, Minnesota 


OU, a professional person, hear much of 
estate planning. Your insurance man, your 
banker, your attorney, your accountant—all stress 
it. It is my guess that because you have heard 
so much of executors and wills, of insurance 
options and tax-free payments, of joint tenancy 
and tenancy in common, and of the marital de- 
duction and intestacy, you have been overwhelmed 
by the detail and wonder why a thing which 
ought to be simple has become so complex. It 
is my intent today to emphasize not the details 
or the complexity but, instead, the position in 
which you find yourself in 1953, and the conse- 
quent necessity of doing something about it. 
Let us go back to the year 1910. That is only 
a little over forty years ago and well within the 
memory of many of you. So far as taxes are 
concerned, life then was really very simple. There 
was no Federal income tax for that law was 
effected only as of March 1, 1913. There was no 
Federal death or estate tax. That came on the 
statute books only in 1916. There was no Minne- 
sota income tax. That statute became effective 
January 1, 1933. There was no Minnesota inherit- 
ance tax. While several attempts had been made 
to create one, the statute which finally withstood 
the challenge of unconstitutionality was enacted 
only in 1911. Thus, in 1910, estate planning con- 
sisted of little more than determining the funda- 
mental question of who was to receive what. 
In contrast, consider 1953 and your own situa- 
tion as a physician. Unless yours is a very special 
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situation, you have already run head-on into some 
seemingly frustrating facts. You may have grown 
up in rather modest circumstances and obtained 
your academic and professional education only 
with a struggle paid for through sacrifice or by the 
assumption of debt or with the help of someone 
willing to support you while you went through 
medical school. Before these obligations were 
paid off, children came along and needed sup- 
port and education and insurance protection. With 
ever mounting income taxes, you felt yourself 
fortunate if you were able to pay your debts and 
your current obligations from day to day. Sav- 
ing tax-paid dollars for retirement has proved 
almost impossible. Yet if you surmount these 
obstacles, you are not yet through. It costs money 
to die. It is still a question of net, of gross less 
the respective bites taken by the hospital, the 
physician, the undertaker, the creditors, the law- 
yer and, most important of all, the tax collectors, 
both Federal and state. The size of these tax 
bites, if you are not aware of them, can be 
staggering: 

Let me emphasize this in another way. It 
seems to me that you, as a physician, are con- 
fronted with certain “inevitables” in your life. 
irst of all, you are a professional man and you 
are busy. You have little time beyond the de- 
mands of your profession and the reasonable ones 
of your family. Further, you have loved ones or, 
as the law sometimes calls them, “natural objects 
of your bounty.” You will, whether or not you 
choose to face it, eventually die. That will, be an 
emotional time for your family. When you die, 
there will be necessary court and administrative 
and tax steps to be taken. There will be costs, 
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perhaps fairly substantial ones. There will be 
taxes to pay. Do-not be deceived into thinking 
that your estate is not large enough to incur a 
tax. The state inheritance tax exemption is usual- 
ly small. The Federal one is $60,000, but even 
that is not large when one considers that insur- 
ance and your home are.counted for Federal death 
tax purposes. Furthermore, those taxes must be 
paid. Only the net of what is left after the pay- 
ment of debts, expenses and taxes will be left 
for your survivors. The last “inevitable” is not 
really one, but it is my guess that it applies to 
most of you. It is the probability that your estate 
plan, if you have one, is not up-to-date. One can 
say truly that it is obsolete if you are married 
and your will was drawn or your plan was for- 
mulated prior to April, 1948, only five short 
years ago. 

Let us consider some of the legal terms and 
procedures which death may involve. If you die 
without a valid will, you die intestate and your 
property then descends according to the intestacy 
statutes. In other words, in those circumstances 
the legislature determines who your beneficiaries 
are and to what extent each benefits. There is an 
exception to this with respect to property held 
in joint tenancy with right of survivorship or 
with respect to insurance contracts where your 
named beneficiaries survive. A will is an instru- 
ment which, when properly executed by a com- 
petent person, operates to distribute the net 
estate of the testator. Subject to certain legal 
limitations, you may dispose of your estate by 
will just dbout as you choose. Probate is the 
procedure which the law has developed for the 
orderly collection of a decedent’s assets, the pay- 
ment of his debts, taxes and other obligations 
and the distribution of the remainder to the per- 
sons entitled thereto either by the intestacy 
statutes or by the will. Bear in mind that original- 
ly there were no rights of inheritance or to make 
a will. Those rights are among many others 
which are the product of centuries of human 
struggle and of legal development. Intestacy 
laws and laws concerning the formalities of wills 
vary from state to state, and death taxes in the 
various states are not uniform. Generally, the 
law of the state where you live applies to your 
intangible personal property, such as stocks, bonds 
and bank accounts, but the law of the place where 
your real estate is located governs the disposition 
of that real estate. Thus, if you die intestate own- 
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ing real property in several states, it does not 
necessarily follow that all of the real estate will 
end up by inheritance among the same people and 
in the same shares. 

Let us look at the death tax statutes a little. 
Under the Federal law, the gross estate in effect 
includes every property interest you own at your 
death (except foreign.real estate) and even some 
you may not own. It includes property held in 
your own name, insurance, property owned by 
you and another in joint tenancy (with specified 
exceptions), certain transfers you have already 
made, et cetera. There are some deductions for 
administrative expenses, debts, gifts to charitable 
and similar organizations and a specific exemp- 
tion. There is also the marital deduction for 
property passing from you to your surviving 
spouse, if any. Rates run in brackets beginning 
at 3 per cent and rapidly mounting. Except for 
property passing to a surviving spouse or to a 
charitable or similar organization, who gets what 
makes no difference under the Federal law. Un- 
der the Minnesota law, who gets what does make 
a difference, for the rate and the exemption de- 
pend on the closeness of the relationship between 
you and the particular beneficiary. 

Why should you plan your estate? There are, 
of course, several reasons. Here are a few: 


1. You plan in order to effect tax savings, 
that is, to enable your estate to reach the objects 
of your bounty with as little tax as possible. Take 
an example. Suppose you have a net estate of 
$100,000 before the specific exemption. You have 
a wife and three children, but your wife has no 
assets. Prior to 1948, if your desire was to 
give your wife the benefit of that estate so long 
as she lived and then to have your children enjoy 
it, this could have been done by a testamentary 
trust, and the plan would have incurred a Federal 
death tax of $4,800. Today, by proper planning, 
that estate can be brought down into the next 
generation at no Federal death tax cost whatso- 
ever. Obviously, that is a very easy way to save 
$4,800. 

2. By planning, you, and not the legislature, 
determine who gets what. By taking all your 
property interests, including insurance, into con- 
sideration, you can evolve usually a very effective 
and satisfactory plan. If you wish to use the 
trust device, you can project your wishes into 
the future to a substantial degree. 
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3. You determine where certain burdens are 
to rest. I have in mind such things as taxes, 
mortgage obligations and the like. 

4. You choose, within limits, the representa- 
tive who will be responsible for your estate during 
the probate period. Otherwise, the appointment of 
this representative is up to your survivors and 
the court and may itself be the subject of litiga- 
tion. 

5. If you have minor children, then in Minne- 
sota you may by will nominate a guardian of 
those children to act after the death of yourself 
and your spouse. This nomination is subject to 
veto by the child when he becomes fourteen, but 
it is a rare case where the parent’s testamentary 
nomination is not persuasive. 

6. You eliminate the otherwise ever-present 
complaint that, “If Uncle Joe had only made a 
will, I know I would have been taken care of.” 

7. You are compelled to exercise your best 
judgment in the disposition of property which you 
have taken a lifetime to accumulate. The prob- 
lem deserves the exercise of that judgment. 

8. You seriously consider ways of reducing the 
cost of dying and, strangely enough, you often 
obtain amazing results in that direction. 

9. You are compelled to select an attorney. 
Your selection may also suffice for your survivors 
who otherwise must make that decision among 
many others at the time you die. 

10. You become acquainted with the problems 
that are present and you assist in their solution. 
Otherwise, you leave that task to your benefi- 
Ciaries. 

I suggest, in general, the following for proper 
estate planning: 


First—Assemble your facts. Know what you 
own and where the evidences of title are. It is 
always helpful to prepare a list of your proper- 
ties and their location so that your survivors and 
the attorney do not have to indulge in long 
guesses. 

Second.—Select the very best legal counsel you 
can obtain. Usually, this does not entail any addi- 
tional expense. 

Third.—Reveal everything to your attorney. 
Do not hold back any facts or attempt to hide 
them. His advice is deficient if it is based on 
insufficient facts. 


Fourth—If possible, let your spouse partici- 
pate and plan your respective estates together. 
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The marital deduction provisions of the Federal 
law almost compel this. If you have a mature 
son or daughter, consider having him or her share 
in the discussions. 


Fifth—Have your attorney investigate the pos- 
sibilities of the marital deduction and do not let 
it be brushed aside without some consideration 
or because it is too complicated. 

Sixth.—Provide for sufficient liquidity in your 
estate and for proper flexibility. An estate can be 
too rigidly planned. sie 


Seventh.—lf you practice as a partner, and do 
not have a formal partnership agreement, you 
should consider the advisability of executing one. 
That agreement, in my opinion, should contain a 
specific provision as to what happens in the event 
of the death of a partner. 

Eighth.—Choose your executor with care. 


Ninth.—Discuss the identity of a guardian for 
your children with your wife and, if possible, 
with the person you have in mind to act in. that 
capacity. 

Tenth.—Bear in mind that while taxes are im- 
portant, they are not necessarily the governing 
factor in estate planning. Your desites and the 
needs of your loved ones are more important, but 
usually they can be made effective even in the 
light of proper considerations for the tax burden. 

Eleventh—Keep your estate plan up-to-date. 
Do not work on it now and assume that it is 
good for the rest of your life. Laws change, 
people die and are born, and your wishes change. 
This is particularly true where your family is a 
growing one. What is desirable in 1953 may not 
be what you want in 1957. 

Twelfth—Give your wife some idea of your 
desires as to the use of your property after your 
death. Should she continue to live in the house? 
Where should she go for investment advice and 
general counsel? There are many tax savings pos- 
sibilities during probate and after it, and an able 
lawyer can help her in many ways. 


Bear in mind certain other things. The first is 
that tax avoidance is not the same as tax evasion. 
Tax evasion based on dishonesty is reprehensible. 
Tax avoidance is not. You would not pay $3 for 
a book at one store when you can buy the same 
book for $2 next door. Further, always assume 
that every property interest is taxable and do not 

(Continued on Page 1060) 
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THE DOCTOR AS A MEDICAL WITNESS 


RAYMOND SCALLEN 
Minneapolis, Minnesota 


O PARTICIPATE in your Centennial Meet- 

ing is a profound honor, and as a member of 
the legal profession I congratulate you most 
heartily on the achievements of your profession 
during the century which now becomes history. 

In view of the historical significance of this 
occasion, it is regrettable that time does not afford 
an opportunity of making some observations with 
reference to the beginnings of medical testimony 
in Minnesota. Those beginnings were auspicious 
and of great interest in view of the development 
of medical testimony in the courts today. Re- 
grettably, then, for practical considerations they 
must be left for examination at another time and 
we direct our consideration to the doctor as a 
medical witness today. 

Usually the testimony of a doctor in court is 
that of an expert witness. What, then, is an 
expert in contemplation of law? An expert is a 
person of superior experience, knowledge or skill 
in any science, art, trade or business. The opin- 
ions of witnesses possessing peculiar skill are 
admissible whenever the subject of inquiry is such 
that inexperienced persons are unlikely to prove 
capable of forming a correct judgment without 
such assistance. The doctor’s place in modern 
litigation is therefore of great importance. The 
marked increase in litigation involving injuries 
and death arising out of industry and the opera- 
tion of motor vehicles has brought medical wit- 
nesses almost daily into our courts. The doctor’s 
presence in the courts is not so much a matter 
of choice as of necessity. It may well be essential 
to the administration of justice. Certainly in the 
defense of a malpractice case, for instance, it is 
of the highest importance to the defendant that 
members of his »rofession stand willing to put 
aside their work for a period of time so that he 
may have a proper defense. In any event, the 
medical witness’s place in modern litigation is 
of ,high importance to the profession because, 
when the doctor enters the courtroom, he becomes 
a public relations envoy for good, evil or indif- 
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ference as far as his profession is concerned. He 
ought, then, to measure up to the highest standards 
of a noble profession. The seeds of paternalistic, 
governmental control can be sown far more often 
in the courtroom than most people realize when 
these standards are not maintained; nor is the 
profession helped by the individual who disdain- 
fully holds himself aloof with ill-concealed con- 
tempt for the courts and their procedures. It is 
obvious that if the best minds of the profession 
should adopt this attitude, then our judges and 
juries would never hear the outstanding member 
of the profession. l’ortunately this is not true, 
and in a proper case some of the great leaders 
of the medical profession with real modesty and 
humility appear in court and make a substantial 
contribution not only to the knowledge of the 
judge and the jurors with respect to the medical 
points in question, but also by impressing upon 
these good people the alertness and indefatigable 
industry of the medical profession. But viewed 
from another angle there is a far different type 
of expert who sometimes comes to court—the 
man who is recognized by the laity as being in the 
profession only for money, who is callous and 
hard, who departs from ethical standards, who 
charges inordinate fees to people who cannot 
afford them—such a physician is likely to make 
little impression on the average jury despite pro- 
fessional brilliance. But upon the exceptions we 
need not dwell, so we address ourselves to the 
appearance of the average practitioner, its effect 
upon him and upon the court. 

Keeping in mind that some phases of the case 
may well depend upon medical testimony (and 
with reference to malpractice -cases almost without 
exception the case will turn upon the question of 
medical testimony because such a case is con- 
cerned with standards of care and proximate re- 
sults), it should be observed that, first of all, the 
medical expert is coming into a friendly atmos- 
phere. From the standpoint of accommodation, 
most trial counsel and judges are very consider- 
ate in giving priority to medical testimony. There 
are occasions, though, when the medical witness 
will be well advised to spend some time in the 
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courtroom and hear the testimony of those who 
precede him, because then he is testifying from 
a knowledge of a more complete picture, from a 
broader canvas, and may really save himself some 
professional embarrassment. He will know when 
he testifies that he is not talking out of context. 
Remember, too, that most people highly respect 
doctors. This, of course, includes juries. The 
jurors usually listen with great interest to a medi- 
cal witness. If he is fair and reasonable, they 
feel that they are learning something, and, in 
turn, the medical witness may feel that he has 
made a contribution to the administration of jus- 
tice and has enlarged his circle of friends. He 
has brought, moreover, sound medical doctrine 
before this judge and jury and has made an im- 
pression that is deep and lasting. Most juries 
sympathize with the doctor—they understand that 
he is human, that he works under great pressure, 
strain and responsibility—so don’t be afraid of 
juries, the chances are they will like you. 
Naturally a medical witness should know what 
he is talking about, particularly the facts pertain- 
ing to the diagnosis, therapy and prognosis of the 
case with which he is concerned, and of course 
the medical principles applicable. He should be 
prepared, of course, on the matter to be covered 
by his testimony. He should know and under- 
stand his records and should have studied them 
before he comes into court. But he should be 
prepared in a wider sense. In a greater degree 
than is realized, this preparation takes place in 
the formative years, the pre-medical years. No- 
bility of soul, depth of character, and integrity do 
not usually come unbidden and without persever- 
ance. They are the first essential of the medical 
witness. Of course there must be competent pro- 
fessional training and experience, but after all 
it is a man who is speaking—a man who should 
merit the respect of his listeners in the solution 
of the problems involved, and he should show 
them that he possesses the fundamental prereq- 
uisites that make him a man worthy of belief. 
On the technical side, he should have command 
of language, enunciate clearly without affecta- 
tion, and possess a didactic faculty. These quali- 
ties are not acquired quickly, but come with con- 
stant study and the every-day habits of the man. 
His bearing should be dignified and gracious 
without condescension. He should have an ease 
of manner which may be inspired by the aequan- 
imitas of Sir William Osler. He should listen 
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carefully to the questions propounded and re- 
spond with truthfulness, precision and prompt- 
ness, unless the question is obscure, confused or 
meaningless. He is not required to give a yes or 
no answer, unless obviously that is the only type 
of answer responsive to the question. And if the 
question is clear, but beyond the knowledge or 
experience of the witness, he should not hesitate 
to say so, The medical witness who stays within 
the scope of his knowledge and experience and 
bases his testimony on sound medical principles 
is on completely safe ground. 

It is a good rule to avoid volunteering testi- 
mony. To do so suggests partisanship and may 
disturb the orderly presentation of proof by 
experienced trial counsel. A trial lawyer has his 
plan of action—on him rests the responsibility for 
presenting the case. If he desires a general state- 
ment or narrative he will put a question that will 
enable you to answer in general, descriptive terms. 
And if he is alert, he will give you the oppor- 
tunity on redirect examination to clear up any- 
thing that needs explaining, particularly when you 
may have had a hard time under cross-examina- 
tion. It is better, then, to let counsel try the case. 

Above all, be yourself: That is far easier than 
imitation, no matter how great a regard you 
may have for the forensic accomplishments of 
some member of your fraternity. And you may 
be surprised to learn that you are better than 
your mental model. This knowledge will bring 
you comfort and make you feel confident of your 
own ability. 

A great deal has been written about cross- 
examination. It has its place in the trial of a 
lawsuit. Properly conducted it is the best test 
we have of accuracy and truthfulness in the 
disposition of issues of fact. And the medical 
witness who stands on the safe base of which 
we have previously spoken, within the limits of 
his knowledge, experience, and sound medical 
doctrine, need have no fear of cross-examination. 
Usually the cross-examiner will let you alone, but 
if he does decide to question you at some length 
do your best to maintain your gentlemanly de- 
meanor, even if in your opinion he is not coming 
up to that standard. Patience and forbearance are 
great qualities. They are illustrated by the story, 
perhaps apocryphal, which is concerned with the 
interview between a doctor and a patient whose 
wife had a temperament leaving something to be 
desired. The doctor, marveling at the calmness by 
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which this man had maintained domestic tran- 
quillity for many years, finally asked him, 

“Well, certainly, during the period of your life, 
you have had many differences of opinion with 
your wife?” 

“Certainly,” the patient said, ‘and some very 
marked differences of opinion.” 

“Well,” said the doctor, “didn’t these differ- 
ences of opinion catise a turmoil in your house- 
hold ?” 

“Oh, not at all,” said the patient, “because I 
never told her of those differences.” 

Well, perhaps you are not required to exercise 
such great restraint, and if you reach the point 
where you feel that your patience has been pressed 
beyond reason you may console yourself with the 
episode of the cross-examiner for the defense in 
a case involving injury to an elderly man who 
entered upon some dangerous premises although 
they were clearly marked as such by a placard 
fixed at the entrance. Defense counsel’s inquiry 
centered upon an examination which the doctor 
had made of this man’s eyes. It ran something 
like this: 


“Doctor, you made an examination of the eyes 
of this plaintiff, did you not?” 

“Yes.” 

“And by your examination you found nothing 
organically wrong with those eyes?” 

“That is correct.” 

“And those eyes responded to light and accom- 
modation, did they not, Doctor?” 


“Yes.” 

“And that indicated that the man’s eyes were 
functioning ?” ° 

wi 


“Then, Doctor, if you made such a complete 
examination, will you kindly explain to this court 
and jury why this patient of yours, whose eyes 
were in the good condition you have explained, 
entered upon these dangerous premises although 
there was a sign which plainly designated them 
as such?” 

The doctor said, “Yes, I can explain.” 

“Well, Doctor, will you kindly explain ?” 


, 


“The explanation is simple,” said the ‘doctor. 
“My patient couldn’t read.” 

And normally, too, unfair cross-examination, 
which is really quite rare, if anything enlists the 
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sympathies of the jury toward the witness, and 
most trial lawyers know it. 

One point that is frequently referred to is the 
question of textbooks. Actually the analysis of 
this point could be made the subject of special 
treatment. The rule is that textbooks may be 
referred to only on cross-examination for the 
purpose of impeachment—that is, showing that 
the witness doesn’t know what he is talking about, 
or worse, that he is not telling the truth. A text- 
book, of course, is something that has been written 
by some man or group of men presumably learned 
in the field on which they write. If a textbook is 
shown to you, first of all be sure that it is a 
standard work. Notice whether or not it is a 
recent edition. It cannot be used against you on 
cross-examination unless you admit that it is a 
standard text, but if you do admit that it is such 
a text, observe carefully the quotation which will 
be presented to you and see whether that state- 
ment is completely destroyed by something that 
follows. In other words, see whether the doctrine 
set forth in the textbook really is taken out of 
context. The use of a textbook by a cross- 
examiner may turn out to be a greater boomerang 
to him than the mightiest product of the Aus- 
tralian aborigine. 

By your presence in the courtroom you repre- 
sent the members of an honorable profession, you 
represent that host of devoted men and women 
who have worked so arduously for the good of 
mankind—industrious, faithful doctors, who have 
brought comfort to those in pain, have restored 
the crippled to a useful life, have removed the 
worries and troubles of many, have restored a 
father to his fireside and a mother to her home, 
who, skilled in the care of sick children, have 
relieved the heartaches of worried parents, who 
have tenderly brought new life into the world and 
have eased the last moments of the dying—those 
men and women of your profession whose very 
greatness caused them to recognize with deep 
reverence and humility the profound truth that 
they used their skill as humble agents of Almighty 
God in the merciful administration of the healing 
art. 

So when you cross the threshold of the court- 
room and take your place on the witness stand, let 
your words re-echo the great deeds and high prin- 
ciples of those mighty heroes of your profession 
and you will experience no greater professional 
reward than to know that you are worthy of them. 


MINNESOTA MEDICINE 











of 
an 


ind 


the 
of 
cial 
be 
the 
hat 


nut, 


ten 
ned 
c 1S 
Sa 
Ra 
on 


uch 
will 
ate- 
hat 
“ine 


)SS- 
ang 
us- 


yre- 
you 
nen 
| of 
ave 
red 

the 
da 
me, 
ave 
who 
and 
lose 
ery 
leep 
that 
shty 
ling 


urt- 
, let 
rin- 
sion 
onal 
em. 


CINE 











A COUNTRY NEWSPAPERMAN WANTS MORE “HORSE AND BUGGY” 
DOCTORS 


ALAN C. McINTOSH 
Luverne, Minnesota 


 lngoas medical profession is guilty of being the 

worst practitioners of understatement of any 
of the four estates, medicine, the law, the clergy, 
and the press. 

You usually preface some painful bit of minor 
torture by saying with a hypocritical smile, “This 
may hurt a little bit.” 

I’ve always thought Dr. Sherman’s* great 
moments in life come when he gets a chance to 
wash out my ears—or to rip off an adhesive 
bandage. I think no kid shooting off a Roman 
candle has as much fun as Sherman, when Doc 
gets a chance to rip an adhesive bandage off a 
hairy-chested man. And you always say, “This 
may hurt just a little.” 

When I say today, “This may hurt a little,” 
believe me it is not from a desire to get even 
for the pain and bills I have endured, but with 
loving affection. It may hurt a little but I didn’t 
come up here to waste a day of my time in apple 
polishing. 

I say that America needs more “horse and 
buggy doctors.” When I say that, I do not 
advocate turning back the clock. When I say 
“horse and buggy,” I do not denote a bygone era. 
When I say “horse and buggy” I do not imply a 
place, such as a rural community. Neither does 
the “horse and buggy doctor” label pertain to a 
general practitioner nor to a specialist. 

I use the term to pay tribute to a philosophy of 
service—-an idealism of the soul, a state of mind 
as regards humanity—as an emblem of glorious 
service. Because—not every doctor is entitled to 
that emblem. We have far too many doctors, who 
never make a night call. We have far too many 
specialists, percentage-wise. We have far too 
many dollar-chasing doctors. We have an ade- 
quate number of phoneys. But we have a crying 
need for more “horse and buggy doctors.” This 
may be an atomic age but the “horse and buggy” 
philosophy toward mankind is not outmoded. 

It would be easy for me to thumb through my 


—____. 


Read at the Centennial Meeting of the Minnesota 
hog Medical Association, Saint Paul, Minnesota, May 
=) 1953. 


*C. L. Sherman, M.D., of Luverne, Minnesota. 
Octoxer, 1953 


mental scrapbook and get terribly cynical in my 
remarks. I made a comment about Dr. Sherman 
washing out my ear—I am completely .deaf in 
one ear because a damn fool doctor in North 
Dakota treated me with cherry cough syrup for 
a cold instead of for a mastoid. I am bitter about 
the surgeon in a state to the south of us who 
prays ostentatiously before every operation. I 
am not jeering at religion but I always thought 
his praying was mostly showmanship inasmuch 
as he was a notorious fee-splitter. I always 
thought he was trying to impress the family 
rather than talk with God. I burn when I think 
of the specialist who walked off on a young 
woman losing complete vision in one eye because 
he didn’t want to miss a golf tournament. I 
think of the helpless patient trapped between the 
“ethics” of two doctors, the one who suggested a 
cardiograph and the other who told him to mind 
his own business. The patient suffered a heart 
attack and a stroke and lingered on as an invalid 
the rest of his life. I am still mad at the doctor 
in a San Francisco hotel who walked down one 
floor, picked up a knife and lanced a tiny swelling, 
then charged me $15. 

But I am not here because I am cynical, but, 
because I love doctors. To me they are heroes 
in disguise. I have a great love for them and 
for the American system of medicine. 

You doctors have sold your profession to us 
on the basis of a painting which you have hung in 
your offices all over the country. I’m telling you 
that it is high time you started making good on 
that painting, redeeming in full all the pledges 
you have made. No need to remind you of that 
famous painting of Sir Luke Fildes. You all 
know it—the painting of the little child lying on 
her bed, the agonized father and the terror 
stricken mother in the deep watches of the night 
by the flickering bedside light, and in the fore- 
ground the calm, reassuring face of the doctor— 
a source of strength and hope. The Doctor! In 
the noblest sense of the word! Is it a specialist 
sitting there? No! Is it one of those 10 a.m. 
to 4 p.m., appointments only, Park Avenue doctors 
sitting there? No! Is it a ghost surgeon sitting 
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there? No! You infer that it is a horse and 
buggy doctor, watching the flicker of life on 
that little girl’s face. 


You, and you alone, have to make good on 
that picture for America tomorrow. That picture 
is my concept of a doctor. You have to make 
that picture come to life every day of the year 
if you are to keep the faith. And if you break 
faith with the spirit of that picture, then God 
help you, the people won’t. I am not advocating, 
when I say we need more horse and buggy 
doctors, turning the clock back on the tre- 
mendous advances made by researchers of 
medicine during the past decades. I am not 
turning my back on the advances that will be made 
this month, this year, next year, and the years to 
come. I’m pleading that you reconsecrate your- 
selves to the glorious idealism and the devoted 
service of the doctor in the picture, the horse and 
buggy doctor who is a tower of strength to the 
family. 

The good will that the medical profession en- 
joys today was not built up by your specialists 
although they make the most money. This good 
will was built up by the general practitioner. I’m 
telling you that there is danger in finding that 
your public account of good will will be over- 
drawn and exhausted by the high fees charged 
by some of the profession, usually the specialists. 
We see disturbing little signs that trouble us— 
signs that indicate there is danger of bankruptcy 
of your resources of good will. The boy over in 
the University of Minnesota that told me he was 
going to be a doctor and specialize because that’s 
where the big dough is . . . and the way to be 
prominent in society. It’s true, that the specialist 
does make 22 per cent more money than the 
general practitioner. And I could concede that 
the picture is changing, that ten years ago only 
one in ten medical graduates went into general 
practice, that today six out of every ten are going 
into general practice. It’s about time. The “two 
platoon system” used by the specialists, when one 
good general practitioner could have done many 
of the jobs, has broken many a man financially. 
I'd like to toss an orchid to the Minnesota 
State Medical Association for providing scholar- 
ships that will filter medical graduates back to 
the rural areas. For we haven’t enough to go 
around. 

We see a disturbing sign in the public’s attitude 
because of the high cost of sickness. There is 
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this growing suspicion of specialists and their 
bills. We see a growing horror of hospital bills. 
The doctors have a long road ahead of public 
relations and you'd better get busy telling your 
story. It’s hard to get a man excited about the 
“American way” if he has a fistful of medical 
bills, that will take him years to pay off. _ Ill- 
health used to be personal misfortune. Today 
sickness is stark economic disaster, a luxury, if 
you can call it that, reserved only for the very 
well to do. 


Something will have to be done. The doctors 
are going to have to take the lead in meeting this 
problem of expense. It won’t be solved by 
walking coldly aloof. on the other side of the 
street, with only your ethics to keep you warm. 
Otherwise this issue will be grabbed by the lefties 
and the political do-gooders, the cheap politicians 
and the Oscar Ewings (maybe the Humphreys) 
and they’ll solve it on the basis of socialism. 
Pray God that day never comes for America. 

You’re going to have to remember _ that 
basically, and generally, the people love you, and 
trust you. They may never erect any monuments 
to you. They'll reserve those monuments for the 
statesmen, and even cheap politicians. But who 
wants a monument of cold granite anyway? I 
think the monuments you have are so much more 
beautiful—people walking up and down the 
streets of Minnesota, laughing, loving, working, 
enjoying life. People who, had it not been for 
your skill would have long ago been only a 
memory. I think of Warren Schoon, the Ford 
dealer in Sioux Falls who would have had a 
crippled arm for life; I think of Vonnie Hatting, 
who by right should be dead—head broken, a 
battered, bleeding fragment of a woman .. . but 
today a vibrant, beautiful, living woman. Yes— 
these and thousands more are the monuments of 
American doctors—the kind of monuments I like 
to see. 

You have had the most brilliant firm of public 
relations counselors any group could have had, 
but it’s going to take more than Whittaker and 


Baxter to tell your story. You’re going to have 


to start telling it yourselves. Some of you, as in- 
dividuals and as medical societies, are doing an 
utterly stupid job of basic public relations. 
Probably 25 per cent don’t belong to your 
Chamber of Commerce. Don’t expect the press 
and your community to play Paul Revere for 
you if you shirk your professional and com- 
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munity obligations. I think some of you are 
shirking these community obligations. Some of 
you are short-cutting on your professional ob- 
ligations and some of you are ducking your moral 
obligations. You’re the ones who overdraw the 
good will account of the medical profession. You 
worry more about your bank accounts than your 
patients. 

Let’s get one thing straight. I want to pick 
my own doctor. I want my doctor to be wealthy. 
I don’t want any stumblebum failure working on 
this old hypochondriac. 

] was in Europe last fall. I made a special point 
of investigating public reaction to socialized medi- 
cine, from the northernmost tip of Scotland to 
the south of England. It’s in England to stay. 
The people now have the insidious habit. It’s 
like taking sleeping pills—they know it’s not good 
for them, but it’s an opiate because they think 
it’s “for free.” I want none of that type of 
medicine for my wife; nor for my little four- 
year-old girl; nor for myself. I repeat—I want a 
doctor that worries about ME and that I, not a 
government, pay for his worry. 

I was sitting at a banquet one night, several 
years ago with Dr. Adson. He was thumbing 
through a pack of little memo cards. I asked him 
what he was doing. He said: “I’m looking over 
the cards of the patients I’ll be seeing tomorrow, 
their histories and their needs.” 

Do you think that five years from today your 
British doctor is going to be studying his patients’ 
case histories when he is out for the evening? 
Not on your life. He’s going to be a hack, work- 
ing from 9 a.m. till 4 p.m., dishing out handfuls 
of pills, seeing too many patients, not caring 
enough. And not making enough. 

All the integrity and zeal in the world to serve, 
seldom survive when there is no incentive for 
profit. Minnesota doctors enjoy the highest in- 
come of any state in the nation—and I think 
that’s fine. Maybe that’s got something to do 
with Minnesota’s longevity record, and maybe 
not, anyway I want my doctor to be well off. 
That’s small compensation for cardiac conditions, 
overwork, hypertension. But I don’t want 35 per 
cent of the doctors doing all the hard work and 
the others skimming the easy gravy. If you 
want me to be blunt about it—not all the members 
of this audience deserve the title “horse and 
buggy doctors’—some of you don’t have the 
ideals of service of a second-rate plumber. 
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I want the University of Minnesota School of 
Medicine to do more plugging for general prac- 
titioners, realize the great need for more of 
these doctors, and lay less emphasis on specializa- 
tion; I want the University to give the students 
a course of ideals and consecrated service as well 
as teaching them how to cut up a cadaver. I love 
doctors. I like the ones we have in Rock county 
—I think of Doc Bofenkamp in a blizzard, going 
by car, by jeep, and then by tractor ten miles 
through the drifts to see a dying man; or Doc 
Martin running through the knee-deep snow to 
reach a boy lying shot in a corn field; or Doc 
Boone who spent one whole night fighting drifts 
trying to reach an emergency case; or Doc Sher- 
man, my most beloved “horse and buggy doctor,” 
who still gets up in all weather and in all hours, 
after fifty-three years of practice, to answer calls 
for help. 

I gave my supreme personal tribute to my 
doctor at the Mayo Clinic a few years ago, Dr. 
Lou Prickman. I presented him with a copy of 
“A Doctor of the Old School” by Ian MacLaren 
—and greater recognition I cannot give. You 
can find the “horse and buggy doctors” any- 
where from the dingy office on a small town’s 
Main Street, to the marble halls of a clinic. A 
“horse and buggy doctor” doesn’t pertain to an 
era, as I said, neither does it specify a community, 
nor whether a man is a general practitioner or a 
specialist. “Horse and buggy” denotes a state of 
mind and a responsiveness to an obligation. It 
bespeaks a philosophy. It is that type of 
philosophy and service we need for the doctors 
of America. 

I can’t help thinking of what doctors have 
meant to me through the years. I never have left 
Rochester in twenty years that I haven’t from 
either a pullman window or a car window, looked 
back at the clinic tower and said, “Thank you 
God.” Although it may be the home of advanced 
medicine it still lives and breathes in its marble 
halls with the burning idealism of service of the 
original country doctor Mayo. I think of what 
Doc Prickman has meant, not only as a fine 
doctor, but a friend, a confidante, a person to 
whom I’ve run for help in time of trouble. 
And I’ve always had the feeling that I’m not a 
number on a card but a friend. 


But these fine things can be lost. Let me tell 
one more remembrance of the Great Dr. Adson. 
He told me how he had to let a most promising 
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assistant go because the man didn’t like to have 
to get up at night for emergency cases. And 
Adson boasted to me how quickly he could answer 
the phone, be out of bed and dressed and on his 
way. “We’ve got a lot of brilliant young men,” 
he said, “but they haven’t got the faculty of 
getting the good will of the patient. They want 
to stop at 5 p.m. I asked them to put themselves 
in the patient’s place, where time means every- 
thing, and a doctor who won’t work past 5.” 
The great Adson told me that he regarded him- 
self as a bridge, trying to be a link between the 
“horse and buggy” philosophy of the original 
Mayos and the new medical generation. 

I’m going to wind this up. I’ve probably made 
a few of you mad and bored the rest. If I have 
any advice to doctors it is this: Never forget the 
sacredness of your profession, never get so 
blasé that you forget that to the patient lying 
on the sickbed, or to the parents of a sick child, 
you enter that room, not as a tradesman. You 
may be only five feet two inches tall, but you 
walk in the room as a big man, and there is a 
silent prayer on our lips as patients and parents, 
that God walks in with you. Remember, you come 
in the sick room as the bearer of strength, 
courage, hope, and faith, as well as technical skill. 
You can be a hero to your patients if you will 
let that inner light of zeal shine through. 

Speaking of the country doctors of the old 
school, if I had my way, the University of Min- 
nesota Medical School, and every medical school, 
would add one requirement to its courses. Before 
any man or woman could be graduated he would 
be required to know that classic by Ian MacLar- 
en, “A Doctor of the Old School.” I’m not 
ashamed to say that I read it every year and read 
it unashamedly, with tears in my eyes, as I scan 
through those familiar passages. And last fall I 
visited the rugged highland country in Scotland 
where that famous Scotch author made the locale 
for this all-time classic. Even if it is written in 
Scotch dialect, it’s all beautiful—every word about 


Dr. MacLaren and all I can say is that if you 
can read it without a wisp of a tear, then frankly, 
“damn you.” 

The most poignant passage of all is the final 
chapter, “The Mourning of the Glen.” Dr. 
MacLaren has died, and a terrible blizzard has 
buried the Scotch highland area _ beneath 
mountainous, impassable drifts. A handful 
of the good doctor’s friends are bemoaning the 
weather—that otherwise everyone would have 
come to the country doctor’s funeral. James 
Soutar didn’t think that there would be more than 
five besides the minister at the service. Then one 
of the highlanders looks up and shouts, “There’s 
a puckle of Dunleith men coming.” 

Then they report three more Urtacn shepherds 
fording the icy river up to their waists and 
eighty-two-year-old Adam Ross has to be forcibly 
restrained to keep him home from the funeral. 
Lord Kilspindie comes from his Muirtown 
castle with his broken cart and exhausted horses 
from battling drifts for sixteen miles. So they 
held the funeral on that bitter day, and there were 
not just five there, but a hundred rugged souls 
of the Glen (while the women folks and children 
wept at home). And the minister says, “It’s a 
bitter day, friends, and some of you are old, 
perhaps it might be wise to cover your heads 
before I begin to pray.” 

Lord Kilspindie, standing erect and grey- 
headed between the two oldest men, replied with 
great dignity! “We thank you, Rev. Davidson, 
for your thoughtfulness. But he endured many a 
storm in our service and we are not afraid of a 
few minutes’ cold at his service.” 

After the doctor had been laid to rest there 
was the bitter debate over the epitaph to be placed 
on the cemetery gravestone. 

And Lachlan Campbell came up with the one 
that the community that mourns the doctor agrees 
is most right and fitting—‘‘Come, ye blessed of 
my Father, I was sick, and Ye visited me.” 

What is going to be your epitaph? 





HEW SURVEYS UNION AND MANAGEMENT HEALTH PLANS 


A study to be released in a month or so by the De- 
partment of Health, Education and Welfare will go into 
the history, development and present status of health 
programs set up as part of management-labor contracts. 
It will be titled “Management and Union Health and 
Medical Programs,” and will be available at the Gov- 
ernment Printing Office. Discussing the project at the 
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AFL convention, Secretary Hobby declared: “Many of 
your unions already have health centers. Many more 
need them. Our survey will provide information which 
may help unions to establish or improve their health 
services. Incidentally, one entire chapter of this booklet 
is devoted to the fine Labor Health Institute which your 
Teamsters Union operates here in St. Louis.” 
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THE PROBLEM OF LUPUS ERYTHEMATOSUS 


HENRY E. MICHELSON, M.D. 


Minneapolis, Minnesota 


— erythematosus in all of its manifesta- 
tions still remains an etiologic, pathogenic 
and therapeutic problem. Despite the tremendous 
number of articles written on the subject there is 
little which explains the basis for the development 
of this disease. Even though the problem as a 
whole still confronts us, however, there are many 
aspects of it upon which we may speculate from 
such facts as have been fairly well established and 
from well-founded observations. Over the years 
a groundwork has been laid upon which new facts 
may be added and eventually the whole picture 
will be clear. 

The history of the disease is well known to all 
dermatologists, and early recognition is possible 
of both the strictly cutaneous form and the type 
which has the signs and symptoms of a severe 
general malady. These two main groups are so 
distinctly different, however, that the question 
arises as to whether we may not have erred in 
assuming that they are diverse manifestations of 
one disease. 


Chronic Lupus Erythematosus 


Localized, discoid, or chronic lupus erythema- 
tosus was considered to be a form of lupus vul- 
garis in the early days of dermatology, but I be- 
lieve that today tuberculosis as a cause of any 
type of lupus erythematosus has pretty well been 
eliminated ; certainly it has been in this country. 
Having excluded tuberculosis as an etiologic fac- 
tor in lupus erythematosus, no other positive or 
even indicative cause has been advanced. There 
have been speculations but none has been accepted 
which would serve to narrow the search. 

Are there any facts about chronic lupus ery- 
thematosus which are an aid in its interpretation ? 
The lesion is essentially a disk of chronic inflam- 
mation which progresses peripherally and heals 
with central atrophy. It occurs predominantly on 
the face or the “V” or sides of the neck, oc- 
casionally on the dorsa of the hands. It rarely 
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occurs on covered areas of the body with the strik- 
ing exception of the scalp. This leads to the as- 
sumption that light sensitivity plays a role in local- 
izing the disease. Granting that this seems to be 
true as far as onset is concerned, I doubt if the 
sun’s rays play a very important part in the con- 
tinuation of the process, for many patients with 
the chronic form of the disease lead outdoor lives 
and, with the exception of some reddening of the 
periphery of the lesions in the early spring, no 
further exacerbation occurs. Further, why are 
the lesions discoid if sunlight is a cause? If that 
were the case the lesions should appear over the 
entire exposed areas. And why do we see scalp 
lesions? It seems to me that a few striking ex- 
amples of sunlight sensitivity have overimpressed 
us. 

Chronic lupus erythematosus involves the so- 
called seborrheic areas and thus topographically 
aligns the condition with the seborrheic dermatitis 
and psoriasis. The variations in the morphology 
of chronic lupus erythematosus are not unlike 
those of lichen planus. Plaques of these two dis- 
eases occurring on the sides of the neck, the dorsa 
of the hands, and on the scalp look surprisingly 
alike and microscopically are very similar. In 
fact the histology of chronic lupus erythematosus 
reveals a well-ordered pattern which can be ap- 
plied to many skin diseases but in particular to 
lichen planus and psoriasis. Three main path- 
ologic manifestations occur in sequence in the dis- 
ease. First is the appearance of vascular lesions, 
then edema and cellular infiltration occur with 
subsequent effect on the connective tissues, and 
finally, epithelial reactions are brought about as a 
result of the underlying alterations. There are 
many minute changes of the cells in the infiltrate, 
for example, pigmentation, parchment-like hyper- 
keratosis, and others, but a comparable pathologic 
progress takes place in the other two diseases 
named. Thus I believe we might well group 
chronic lupus erythematosus with seborrheic der- 
matitis, psoriasis, and lichen planus for purposes 
of study and that many of the known facts, espe- 
cially those pertaining to psoriasis and lichen 
planus, may with good reason be applied to 
chronic lupus erythematosus. 
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Differentiation of Types 


The Subacute Form.—The most challenging 
question is whether or not chronic lupus erythe- 
matosus and acute or systemic lupus erythema- 
tosus are manifestations of the same disease. 
When this question is posed, the usual reply is 
that patients with the chronic form of the disease 
have been known to deyelop unmistakable symp- 
toms of the systemic type. This is true but per- 
centagewise is an exceedingly rare occurrence, 
so rare in fact that one might suspect that the 
acute process was superimposed, or by mere coin- 
cidence attacked a patient who had the chronic 
disease. 

One source of error, or at least of confusion, 
lies in our inability to evaluate the systemic ef- 
fects in patients with chronic lupus erythematosus 
for there are no clinical or laboratory methods for 
distinguishing patients whose condition is strictly 
localized from those who have systemic altera- 
tions. To the latter group belong those individuals 
whose affection has been diagnosed as subacute 
lupus erythematosus. It is most difficult to define 
the boundaries of the subacute type. The diag- 
nosis is made upon the character and the extent 
of the cutaneous lesions, upon their tendency to 
progress rather rapidly, upon the rise and fall of 
acute signs in the lesions, and upon minimal 
systemic findings, such as slight elevation of tem- 
perature, malaise, and other vague but persistent 
complaints. If the process subsides and the skin 
lesions behave like the chronic discoid form, the 
patient’s chance of survival is good, but if the 
process continues, we must remain apprehensive. 
Lupus erythematous cells are not found in such 
cases as a rule, but if they are found we at once 
reclassify the case as acute even though there has 
been no alarming increase in the severity of the 
process. 

The finding of the lupus erythematous cell 
prompts many to administer cortisone even 
though there are no life threatening indications. 
What is hoped to be accomplished thereby? An 
improvement in the skin signs, an improvement 
in the general condition, or are steroids given 
with the hope of preventing a more severe state? 
Does a maintenance regime need to be instituted ? 
Personally I am against steroid therapy in such 
cases and use it only when real acuity appears. 
Lupus erythematosus chronicus (or subacutus) 
in extenso is a term the Germans use and in such 
patients, have used the sulfonamides and more 
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recently the antibiotics. I believe antibiotics 
should be tried before resorting to steroids. Pro- 
longed rest (as for patients with tuberculosis) 
cure is ideal but is not possible for most people. 

I do not believe that so-called subacute lupus 
erythematosus is a prodromal stage of the acute 
disease, but rather that it is a mild form of the 
systemic variety, having a fair prognosis. A most 
rigidly ordered existence may give the patient the 
time that is necessary to bring the disease under 
control by natural means. Strangely, the cutane- 
ous histology in most such cases is that of the 
chronic type. 

In summary, the diagnosis of subacute lupus 
erythematosus is arbitrary on the part of the 
clinician. It should be made only after a thor- 
ough evaluation, and must take into consideration 
amelioration or increases in severity of symptoms. 
It is distinctly a diagnosis which demands flex- 
ibility of decision. In its treatment much de- 
pends upon the patient’s co-operation. The 
steroids do not eliminate the possibility of a turn 
for the worse. 


Acute Lupus Erythematosus.—The term acute 
lupus erythematosus is an inclusive one. It is a 
poor term but is fairly well understood. Systemic 
lupus erythematosus designates the main charac- 
teristic of this form of the disease but carries no 
connotation that it must always be acute. I have 
tried to coin both a term and a classification to 
cover both types of this form of the disease but 
have not succeeded. Used broadly, acute lupus 
erythematosus means patients who have symp- 
toms and signs which, when viewed in their en- 
tirety, make up a syndrome. 

Acute lupus erythematosus begins with a 
prodromal stage. There are no outstanding symp- 
toms. The patient is neither sick nor well, but 
does not feel good. The prodromal stage may be 
short, and the change for the worse occurs with 
the appearance of skin lesions. This group of 
cases constitutes the so-called septic type. The 
findings are (1) fever, (2) eruption, and (3) 
leukopenia, with or without (a) prostration, (b) 
urinary findings, and (c) the finding of the lupus 
erythematous cell. If one or more organs such as 
the heart, spleen, lungs or pleura, or the joints are 
particularly involved, one may or may not have 
their attention drawn to that. The course of the 
disease is stormy, the prognosis guarded, mostly 
bad, and the outcome today depends upon the 


MINNESOTA MEDICINE 











ay 


py = -= — oO 











LUPUS ERYTHEMATOSUS—MICHELSON 


handling. The end result is not a happy one, 
even though the patient’s symptoms are reduced 
below the threat to life. 

The other main type of acute or systemic lupus 
erythematosus is that in which the prodromal 
period is long, lasting for months or even years, 
and the symptoms, having passed through a 
period of being vague and disseminated, tend to 
become fixed in some chronic complaint such as 
arthritis, chronic diarrhea, or chronic bronchitis 
among others. As the symptom or combination of 
symptoms progresses, the patient’s condition be- 
comes critical and correct diagnosis is imperative 


Treatment 


It is very difficult to outline a treatment for 
any form of lupus erythematosus. Every case 
must be individually appraised and the treatment 
is based on the exigencies of the particular case. 

The chronic discoid type is treated with the 
hope of causing a disappearance of the lesion with 
as little subsequent scarring as possible. Remedies 
used are both local and systemic. There is no 
known application which it at all effective ; in fact, 
all ointments and lotions seem to exert a 
deleterious effect and therefore should not be used 
at all. Freezing with a solid carbon dioxide pen- 
cil is a valuable remedy in chronic stationary 
lesions, but should not be used if the lesion is 
extending and is quite active at the periphery. 
Because of the light sensitivity which is often 
present in the lesion itself, and because exposure 
to sunlight has been known to cause rapid exten- 
sion and even provoke acute systemic symptoms, 
treatment with ultra violet lamp exposures should 
never be done. X-ray treatment also is dangerous 
and is not to be recommended. 

Three drugs are of value for the chronic dis- 
coid type. They are bismuth, gold and atabrine. 
Bismuth is given in the form of bistrimate tablets 
or by intramuscular injections of an oily suspen- 
sion of bismuth salicylate. Bismuth has not 
proved to be of value in my hands and has been 
discarded. 

Gold is given intravenously in the form of a 
sodium salt. Courses of well-regulated doses are 
administered for periods of from six to eight 
weeks. This treatment has some enthusiastic ad- 
herents, but gold has caused severe reactions and 
the results are not uniform or even reasonably 
satisfactory. I have also given up the use of gold. 

Atabrine given in the form of 100-mg. tablets 
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has proved to be worth a trial in most cases of 
chronic discoid lupus erythematosus. It has been 
used for about two years and is not wholly 
evaluated. It causes a yellow pigmentation of the 
skin which persists for a long while and there 
have been many reports of reactions of a severe 
nature when the drug was used as a malaria 
preventative. Anyone using atabrine must ac- 
quaint himself with its pharmacology and in the 
event of even a slight reaction the drug must be 
stopped. At the moment atabrine is my drug of 
choice in this type of lupus erythematosus. 


In the treatment of the subacute variety one 
must consider the present state of the condition 
and the possibility of extension and the develop- 
ment of acute systemic symptoms. The patient 
should be hospitalized for the first weeks of 
treatment if possible. Thorough physical exam- 
inations are a prerequisite. The treatment must 
be decidedly individualized. Bismuth has been 
used with safety. Gold should not be used. 
Atabrine has been effective but the patient must 
be scrutinized more carefully than in the chronic 
cases. The blood and urine must be examined 
every three or four days. The general care is es- 
sentially that of guiding a patient through a mod- 
erately severe illness. Antibiotics may be needed. 
Prolonged observation is necessary even if there 
is satisfactory progress. If the patient’s condi- 
tion worsens or if lupus erythematous cells are 
found, the use of steroids may be considered but 
should only be used in the hospitalized patient. If 
the patient responds, maintenance dosage of corti- 
sone may be given at home. The treatment of 
subacute lupus erythematosus requires experience 
and judgment; for the general practitioner con- 
sultation with a dermatologist is advisable and 
advice should be sought if puzzling symptoms 
arise. 

Acute or protracted systemic lupus erythema- 
tosus should be treated only in the hospital. Ex- 
pert handling is essential. It is impossible to out- 
line the treatment. Each patient requires all of 
the ingenuity that men experienced in the care 
possess. Team work is often necessary depending 
upon which organs are most involved. Mental 
symptoms must be watched for a psychiatric con- 
sultation often is needed. 

Antibiotics and steroids are usually used. Nu- 
tritional aids and general nursing are imperative. 
The treatment is protracted, tedious, and expen- 

(Continued on Page 1067) 
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RED SORE EYE EMERGENCY CARE 


MALCOLM A. MC CANNEL, M.D. 
Minneapolis, Minnesota 


B LINDNESS at any age has no peer as a 
problem in economic, social and personal 
adjustment for the person involved. One of the 
most annoying, exasperating, and potentially 
worrisome clinical entities is the red, sore eye. 
The family physician is the one person the 
patient usually turns to when he needs emer- 
gency care for his eyes. A routine management 
program to follow in the care of these emergency 
eye cases may be of help to you as personal 
family practitioners. 


Initial Examination and Evaluation Procedure 

When the patient presents himself in your of- 
fice with a red, sore, or injured eye, include 
vision taking as part of your routine preliminary 
history and examination. 

A reversed lettered vision taking chart is easily 
obtainable, and this can be tacked to the wall be- 
hind the examining chair. If a mirror is then 
placed on the opposite wall ten to eleven feet 
away, you have achieved a twenty-foot vision 
lane by having the patient look into the mirror 
at the card posted behind his head. The examiner 
can then cover one of the patient’s eyes with 
one hand and emphasize with his other hand the 
different lines he wishes to have the patient read. 
Occasionally it is at first impossible to get a 
good vision following an injury to the eye be- 
cause of the attendant excitement, photophobia, 
and blepharospasm present. 

After you have removed the gross dirt and 
cleaned the eyelids gently with cotton and saline, 
instill a liquid anesthetic in both eyes, such as 
pontocaine .5 per cent. The subsequent examina- 
tion is much easier. All manipulations around the 
eyes are done with greater ease if the patient is 
instructed to keep both eyes open. 

Remember that it is very difficult to explain to 
a patient after you have treated him for a cor- 
neal infection that the reduced vision he has in 
that eye is not due to a slight nebulous opacity 
left by the healing ulcer, but rather to a long- 
standing amblyopia. This is because any im- 
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pairment of sight which the patient was not aware 
of prior to the removal of the foreign body, may 
be attributed to the removal procedure, especially 
if the foreign body was so deeply embedded in 
the cornea as to necessitate currettment. 

I aided in the eye examinations for a time at 
the Ft. Snelling Induction Center early in the war, 
and I was amazed at the number of Minnesota 
farm boys, who did not realize they had poor 
vision in their left eye. Evidently as long as 
their rabbit shooting eye served them well, they 
had never checked on the left eye by closing their 
right, to realize there was an amblyopia in this 
left eye. 

If the patient’s glasses have been broken by 
the injury, holding a pin-hole disk or an ordinary 
card with a pin-hole in it in front of the eye will 
determine whether that eye is correctable in the 
absence of a corrective lens. 

In evaluating the disability, it is important to 
check whether you feel the lesion is superficial 
or penetrating. Is the lesion such that the vision 
of the eye is at stake? What about the later 
complications to this injured eye? At this point 
in the examination you are at a cross-roads. You 
will either undertake the treatment and manage- 
ment yourself, or you will seek consultation with 
an oculist. 

In general, the remainder of the paper will be 
tips on the management of such red, sore eyes 
as handled by the families’ personal physician. 


Foreign Bodies, Abrasions, and Contusions 


The commonest injuries that give a red, sore 
eye are foreign bodies, abrasions, and contusions. 

Foreign objects that affect the eye fall loosely 
into four categories: windborne particles, abra- 
sions from an object (large or small), contusions, 
and flying splinter chips. 

To adequately detect most foreign bodies, one 
needs good illumination and adequate magnifica- 
tion. A forty watt bulb on a conventional goose- 
neck is placed to one side in front of the patient. 
A small condensing lens of fifteen diopters held 
three inches in front of the patient’s eye will 
give bright focal illumination. Direct the light 
in from the side. 
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A Beebe binocular loupe, which goes on over 
your glasses, is excellent for giving two and one- 
half times magnification of the field. A treat- 
ment chair with an adjustable head support helps 
immeasurably to hold firm and still the bobbing, 
weaving patient’s head. 

The windborne foreign body that is seen float- 
ing in the conjunctival cul-de-sac is easily re- 
moved. If it is lying loose, | use a well-wetted 
cotton pledget on a toothpick, and by brushing 
across it very gently, the object often becomes 
embedded in the matrix of the cotton and can 
be removed. If the foreign body is impacted 
on the cornea, be very gentle in crossing the 
cornea since epithelium can be removed. 

Learn to be delicate in pulling on the lids. A 
soft touch minimizes blepharospasm and jerking, 
and instils patient-doctor confidence. The lower 
lid and fornix can best be seen by having the 
patient look up and outward and by gently strok- 
ing outward from the nose with the thumb, evert- 
ing the lid by continuous pressure. 

If the eye is quite irritable looking, but no for- 
eign body can be found, look closely at the cornea 
and if several vertical linear abrasions can be 
seen, the foreign body is usually under the upper 
lid. They can often be missed when they are on 
the little shelf or sulcus on the inner surface of 
the upper lid a millimeter from the lid margin. 

If you can remember three points, the inspec- 
tion of the upper lid can be a very simple matter. 
Always have the patient look down with both 
eyes open. Grasp the lid gently by the eyelashes 
and pull it slightly away from the eyeball to 
eliminate the- surface cohesion of lid and cornea. 
Then localized downward pressure should be 
applied just above the upper margin of the tarsus, 
using your finger tip, cotton applicator, or a 
match stick. One-half per cent pontocaine just 
before will make the patient more relaxed. 

Glass wool used in decorating Christmas trees 
and fiber glass insulating materials are often 
almost invisible and can be found in the upper 
cul-de-sac causing considerable irritation. 

During harvest season and with grain handlers, 
transparent grain husks are almost invisible un- 
less viewed with oblique illumination. 

The puncta and canaliculus can form a perfect 
scabbard for the sword-like colorless eyelash, 
giving marked symptoms of a foreign body that 
cannot be found. Cilia are also occasionally in 
meibomian gland ducts. 
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Speaking of meibomian glands, it does not take 
much of a chalazion to cause considerable redness 
and extreme discomfort in the early stages of 
inflammation. Pontocaine plus a little lid pres- 
sure with a glass rod and finger tip can start 
drainage through normal gland opening and abort 
a full-blown cystic chalazion from developing. 

Another little-mentioned clinical problem that I 
feel should get more emphasis is conjunctivo- 
lithiasis, or calcium salt concretions of the mei- 
bomian glands. These are seen as pin-point or 
larger yellowish deposits on the palpebral sur- 
face. If these project above the surface of the 
conjunctiva they cause a constant scratchy sen- 
sation of the eye. The patient gets immediate re- 
lief after their removal with the point of a 
cataract knife or small discission needle after 
pontocaine anesthesia. 

Foreign body eye spuds come in many shapes 
and sizes. One that works, probably better than 
any, is found right in your own doctor’s bag. 
I am referring to an ordinary syringe with its 
hypodermic needle, which is sterile, available, and 
efficacious. 

In using an eye spud or the hypodermic needle 
on a syringe, bring the point in from the side 
while having the patient fix on a distant object. 
Tell him to keep both eyes open. The point 
should be held parallel to the surface to minimize 
the danger of having the eye jabbed if the pa- 
tient moves too quickly, 

If the foreign body is a metallic fragment and 
has been in longer than twenty-four hours, it is 
usually easy to remove the large segment, but this 
often leaves a considerable rust ring behind. If 
the rust fragments are difficult to remove, take a 
toothpick and wind cotton very tightly on the 
tip. After moistening the sharpened end with 
1 per cent silver nitrate, apply it to this remaining 
rust ring and it will be removed easily after oc- 
clusion for twenty-four hours. 

If an intra-corneal foreign body does not look 
quite clear or remove easily, think of an iris 
freckle, or a keratitic precipitate on the posterior 
endothelium of the cornea. 

After blasts and explosions, many fine par- 
ticles may be ground into the cornea. It may be 
necessary in removing these to remove all the 
corneal epithelium on the cornea. 

If the foreign matter is chemically irritating, 
it is very important to meticulously remove all the 
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particles, even at the expense of some damage to 
this corneal stroma. 

If using fluorescein, utilize the technique where- 
in a fraction of a drop is held by surface tension 
on the tip of a toothpick. This is touched to the 
everted lower lid on its inner surface providing 
ample dye for the purpose. A full drop is too 
muck and requires dilution with irrigating fluid 
in order to detect minute abrasions on the corneal 
surface. The washing is time consuming and 
stains the fingers. It has been said that a one- 
ounce bottle of fluorescein will last a busy prac- 
titioner almost a lifetime. 

Argon lamps, available for under two dollars, 
make the light green dye fluoresce with a startling 
brightness in a darkened room. 

If the eye has a perilimbal congestion or ciliary 
flush, then homatropine or possibly even atropine 
ointment is indicated because there is often an 
associated iritis. However, do not use it routinely 
as atropine gives annoying cycloplegic symptoms 
long after the foreign body irritation has been 
removed, 

Don’t be talked out of an eye pad after a cor- 
neal abrasion. There are always plenty of rea- 
sons for not having it on, but the rationale of 
putting the eye at rest speaks much louder. 

Sodium sulfacetimide, neomycin, and bacitra- 
cin ointments rarely give allergic reactions and 
are good antibiotics to use before the eye pad is 
applied. 


Examining Infants and Children 


In infants, regular bottle feeding or a nipple 
filled with a sugar-soaked cotton pledget, plus 
topical pontocaine, helps in the examination for 
a foreign body. If too restless, a moistened 
seconal capsule by rectum (roughly a grain for 
every ten pounds of body weight), aids. The 
action is increased if a pin-hole is.made in each 
end of the capsule before insertion. Sedation is 
optimum in about thirty minutes. 

After blanket mummying, allow the child to 
straddle your lap so the nurse can steady his head 
as you lean over the patient to examine the eyes. 
Use adequate pontocaine here also to make sure 
the eye is almost “asleep” prior to your manipu- 
lations. 

If you feel that a general anesthetic is con- 
traindicated in a youngster with an upper res- 
piratory infection, who has an intracorneal for- 
eign body, and if consultation is not immediately 
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available, put an antibiotic ointment with a little 
atropine in the eye and apply a bandage. The 
foreign body often sloughs out in a few days. 

I should like to add that a good dictum is to 
be honest with a child, especially in the older 
ones, as a little explanation prior to manipulation 
usually secures much better cooperation than in 
most adults. 


Abrasions 


Abrasions of the eye usually heal quickly even 
though the conjunctiva may show a hemorrhage 
that appears more serious than it is. If the cor- 
nea has been abraded, however, it can be quite 
painful because of the exposed area of denuda- 
tion. In these cases an ointment or collyrium 
with an anesthetic added will give a great deal 
of comfort. However, corneal regeneration is 
delayed to a certain extent by using a topical 
anesthetic. 

A very common abrasion is that seen in young 
mothers, who wear glasses. An infant is attracted 
by the glare from the metallic trim on her glasses 
and, in clutching for them, often scrapes the front 
of the eye with his tiny finger nail. If this same 
finger nail has been crawling about the floor, 
there is a good chance that mother will have 
several organisms in her eye. These cases re- 
quire an antibiotic and a very tight bandage— 
preferably with elastoplast. To save yourself a 
3 a.m. call, give her one-half dozen aspirin and co- 
deine tablets as she leaves the office. 

In any abrasion case, when the epithelium on 
the cornea has been disturbed and a patient’s 
threshold to pain seems low, provide a small tube 
of anesthetic ointment such as butyn-metaphen, 
or holocaine-epinephrine, with instructions to 
apply it in the eye if the pain becomes severe 
and then reapply the bandage tightly. 

In that occasional patient with nystagmus, use 
pontocaine in the regular manner and then steady 
the eye by pressure through the eyelid with your 
finger tips. 

In a red, sore eye that does not heal after sev- 
eral days, stain once more with your fluorescein 
and rule out the possibility of a faint-staining, 
branching, dendritic ulcer. 

Pontocaine is not the anesthetic of choice in 
this treatment, rather use cocaine since it tends 
to soften the epithelium. 

Use a tincture of concentrated iodine paint on 
a tightly wrapped cotton applicator and scrub off 
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the corneal epithelium that contains the dendritic 
ulcer. Neutralize with cocaine 4 per cent and 
then bandage the eye for forty-eight hours with 
a very tight elastoplast bandage. 

If the foreign body is known to be magnetic 
and has penetrated the cornea, but cannot be re- 


. moved easily with a spud or a fine-pointed for- 


ceps, the foreign body can often be removed with 
an electromagnet. I recommend this only with 
intracorneal foreign bodies. 

I deplore the tendency to buy a war-surplus 
electromagnet for twenty dollars to keep in your 
office as a diagnostic instrument. If a foreign 
body is thought to be intraocular, always localize 
first. Great harm can be done by applying the 
magnet to the eye and then asking the patient for 
his sensation of a pull or drag in the eye. 


Contusions 


Do not be overly casual with the patient who 
presents himself with a mouse or garden variety 
black eye. This injury can mask a scleral rup- 
ture, or hemorrhage into the vitreous, a dislocated 
lens, retinal detachment, or actual orbital frac- 
ture. 

If the periorbital tissues are quite puffy and 
swollen, check very carefully to rule out an or- 
bital rim fracture, for if allowed to go untreated, 
the patient may have an inferior oblique muscle 
imbalance on this side plus a facial asymmetry. 

If more serious damage has been excluded, 
cold compresses for the first forty-eight hours 
to reduce the swelling and stop the hemorrhage 
are indicated. 

After the first twenty-four hours, heat in the 
form of an electric lamp, hot water bottle, electric 
pad, or even hot compresses of boric acid (using 
one tablespoon of boric acid crystals to a pint of 
water) will speed the absorption of the blood in 
the ocular tissues. Use cold cream or petrolatum 
to protect the skin before applying hot or cold 
compresses. 

A contusion to the anterior portion of the eye 
can result in lesions to the posterior pole of the 
eye because of a contrecoup effect. Good vision 
is still compatible with such an injury if the 
choroidal tear is to one side of the macula itself. 
You'll be proud you own an ophthalmoscope 
when you use it to catch one of these retinal 
lesions. 

A contusion of the cornea may be so great as 
to fill the anterior chamber with blood. The 
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deeper structures can then not be examined. Get 
this person off his feet and watch his eyes very 
closely for secondary glaucoma. I advise no 
medication such as atropine at this early stage. 

Hyphemia is very serious, especially if another 
subsequent hemorrhage occurs. This results in 
secondary glaucoma and blood staining of the 
cornea which prevents ultimate good vision. 

Increased pressure in the eye can be checked 
with a little practice in palpating the eyes. The 
normal eye tension should feel about the same as 
the tip of one’s nose. It is too soft if it feels 
like the philtrum below the nose, and glaucoma is 
present if it is as hard as the glabella above the 
bridge of the nose. 


Treatment of Eye Burns: Thermal, Chemical 
and Radiation 


In chemical burns of the eye, quickness of 
action, implicity of treatment, and a practical 
outlook should characterize the treatment. Do 
not waste important moments searching for anti- 
dote charts or for the right neutralizing agent for 
an acid or alkaline burn. Rather spend the time 
more profitably in using immediate and thorough 
irrigation of the eye with plain tap water. Ideal- 
ly, it could be warmed slightly and sterile. More 
practically, it could be irrigation with a rubber 
ear syringe, or putting the head under a faucet, or 
even immersing the head in a bucket of water 
and instructing the patient to blink his eyes as 
he ducks under. 

A good set-up in a general practitioner’s office 
would be a large open mouthed bottle on a shelf 
above the treatment chair, filled with physiologic 
saline pre-heated to room temperature. This can 
be stoppered so that a syphon tube, with a soft 
rubber tip, at the distance of three feet gives the 
proper pressure. 

I advise irrigating from five to ten minutes 
when you have an ordinary irritant in the eye 
such as carbon-tetrachloride, battery acid, cleaning 
solvents, or insect sprays. I would suggest a full 
thirty minutes if the chemical is an unknown or 
doubtful one. Also the severity of the exposure 
would indicate more irrigation. 

The constant irrigation used to remove a for- 
eign material converts the chemical burn into a 
mechanical loss of epithelium. Such irrigations 
in a chemically burned eye are necessary even 
at the expense of treating eyes that could possibly 
have been left alone. 
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Delay in early meticulous care may cause too 
much damage and allows intense swelling of the 
lids that prevents adequate inspection and treat- 
ment at a later moment. 

Alkaline burns are more devastating than acid 
burns. Acid burns are essentially non-progres- 
sive. Alkalis form soluble basic proteinates and 
these penetrate deeper into the corneal stroma. 

Lime burns result when slaked or unSlaked 
lime particles have been thrown or blown into 
the eyes as when children play around construc- 
tion work. Be careful to swab away any lime 
particles in addition to irrigation, since the par- 
ticles can act for hours and produce deep necrotic 
burns. 

Ordinary eversion of the lid and then double 
eversion of the upper lid again is used in search- 
ing the cul-de-sac for particles. Ordinarily the 
lids would be held open manually for irrigation 
following topical pontocaine, but if there is too 
much blepharospasm even after local anesthesia, a 
lid retractor is a very useful aid. 

With the exception of Bal, for lewisite and ar- 
senical burns, and 1 per cent acetic acid in alkali 
burns such as sodium hydroxide (lye), special 
irrigating treatments advocated in medical litera- 
ture have not been shown to give superior results 
to copious saline irrigation. 

The degree of ultimate disability depends, of 
course, on the integrity of the cornea and the 
post-traumatic clearness of this cornea. Any con- 
junctival adhesions, or symblepharon, while dis- 
abling, do not produce blindness. 

In a recent study, it was found that only twelve 
per cent of all patients with burns of the upper 
face showed actual burn of the eyeball itself. 
This attests to the marvelous protective mecha- 
nism of the eyelids. 

When there is involvement of two opposing 
mucous membranes, adhesions will almost cer- 
tainly form unless certain precautions are taken. 
If it is not too severe, encourage the patient to 
roll his eyes around in all directions several times 
daily. Daily passage of a glass rod deep into the 
fornices of the eye after the use of pontocaine 
anesthesia, tends to prevent these adhesions. 

A short word about the actinic conjunctivitis, 
or red eye from sun lamps, snow brightness ex- 
posure, or high altitude glare. This type of ultra- 
violet radiation gives symptoms of a foreign 
body in the eye six to eight hours after the ex- 
posure. It also follows improperly shielded steri- 
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lization lamps, such as used in some commodes, in 
operating rooms, and in dish-washing sterilizers. 
The best treatment, of course, is to avoid the 
agent which caused the reaction, give a liquid 
anesthetic, and soothing cold packs to the eyes 
until the congestion subsides. Dark tinted lenses 
are a great comfort and prevent subsequent radi- 
ation burns. 


Lacerations, Penetrations, and Perforations 


Following any laceration, especially with agri- 
cultural people, which extends into the eyeball, 
it is wise to use a booster dose of tetanus toxoid 
if the patient has been previously immunized, or 
prophylactic tetanus antitoxin, not so much for 
its specific prophylactic benefit as for its foreign 
protein to produce antibodies and whip up a 
bodily reaction to resist invasion. 

If the eye looks badly damaged, do not attempt 
to remove what appears to be a foreign body or 
blood clot. Manipulation of a prolapsed iris may 
cause extreme pain with its attendant squeezing 
and cause irreparable damage. If the damage 
seems quite severe, bandage both eyes to im- 
mobilize the injured eye and prevent herniation of 
ocular contents. Move the patient by stretcher or 
at least keep movement and strain at a minimum. 

In washing eyelid wounds, clean with saline. 
Debridement is usually unnecessary because of 
the excellent blood supply of the lids. I have 
seen a patient in whom a peculiar slicing injury 
of the lower lid shaved off all the hair follicles 
on a thin strip of skin with the roots of the lashes 
showing through the under side; a perfect take 
followed the suture back in place of the strip 
of skin. 

If in a lid laceration, a tear duct canaliculus 
is severed, primary repair of this is indicated 
before the lid itself is repaired. Function can 
be returned to severed canaliculus ducts by ap- 
proximating them over a silk suture passed 
through the duct. 

Remember that in eyelid injuries there are two 
main anatomic entities: the skin orbicularis, and 
the tarsal conjunctiva. 

In lid repair, each should be approximated care- 
fully one to the other to prevent disfiguring notch- 
ing and a later retraction. 

If the cornea is lacerated do not use ophthalmic 
ointments. Too often ointment droplets become 
anterior chamber foreign bodies complicating the 
original injury. 
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In flying splinter injury cases, instruct the rel- 
atives to bring samples of the metal involved dur- 
ing the injury for testing with a magnet. Stain- 
less steel is non-magnetic unless it has been rolled 
or roughly handled by chipping or pounding. 

If progressive loss of vision occurs after a minor 
eye irritation in a farmer who does his own plow- 
share chipping and grinding, think of an intra- 
lenticular foreign body with resultant progressive 
cataract. Remember that a fast-moving particle 
penetrating the eye from a grinding wheel does 
not need to cause discomfort. 

Farmers, who do their own tractor repairing 
and mechanical work, are often not aware of 
the importance of wearing goggles and are good 
candidates for these silent intraocular foreign 
bodies. Fortunately, conjunctival lacerations heal 
very rapidly even though they look very exten- 
sive and have caused considerable hemorrhage. 
Be sure, however, that they do not mask a more 
serious bulbar problem. 

Sympathetic ophthalmia is a respected entity, 
but not the feared condition demanding immediate 
enucleation as formerly thought. One has ten 
days to two weeks to make up his mind before 
he enucleates. 

Cortisone aids greatly in quieting down these 
irritated, injured eyes. 

I should like to add that following your initial 
treatment and bandaging of the eyes if necessary, 
take time to complete the details on your history 
card as to type of treatment, kind of work the 
patient was doing, tools he was using, and the 
prognosis of the case as you evaluated it in the 
first stage. 

Again let me make a plea for testing the vision 
prior to treatment. Litigation on ocular disa- 
bility following injuries can be quite a thorny 
matter. 


Traumatic Conjunctivitis 


A last word about traumatic conjunctivitis, or 
ordinary infectious pinkeye, which is often pre- 
ceded by a history of a foreign body in the eye. 

Because of the scratchy, irritable, inflamed 
feeling, the patient will often feel that a foreign 
body is present. There will be considerable se- 
cretion, invariably morning agglutination and 
often some photophobia; the redness is usually 
limited to the lids, that is, the palpebral con- 
junctiva and the bulbar conjunctiva, rather than 
perilimbal or circumcorneal portions of the eye. 
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The most important treatment in this infectious 
red eye is to use many, many dry wipes—not the 
patient’s dirty handkerchief, but kleenex or cot- 
ton balls that can be discarded. Use a liquid 
antibiotic, such as sodium sulfacetimide, 30 per 
cent. A similar ointment can be used three or 
four times daily. The dry wipes are most im- 
portant. I speak with some feeling because this 
problem was studied by me in the Service. 

In my series over 500 cases of conjunctivitis 
were studied by smear and culture. The common 
organisms were not the oft-quoted rare ones in 
the text books, but our old friends staphylococcus 
and streptococcus. 

The dry wipe is most effective since it keeps 
the eye opened to air and free from moisture. 
Organisms like a hot, wet, dark place to mul- 
tiply. 

Dark glasses give quite a bit of relief from ir- 
ritating light. It is true, however, that -we, who 
see many of these cases, are finding more ‘and 
more resistant strains of staphylococci and strep- 
tococci as the causative organisms and the usual 
simple methods of treatment no longer seem as 
adequate. 


Conclusion 


In closing, I would like to emphasize five 
points : 


seware of the pitfall of a too evident diagnosis. 
The most prominent symptoms may serve to 
divert your attention from more important signs 
of the disease of the eye. 


The initial record you have of the patient’s 
vision and the patient’s version of an eye accident 
is far more valid than the later compensation- 
minded interpretation of the same event. 


Immediate and copious tapwater irrigation is 
the most efficacious treatment for chemical burns 
of the eye. Advise it by phone if necessary. 


If you are in doubt about the magnitude of 
any seemingly severe eye injury, bandage both 
eyes while waiting for consultation. This puts 
the eyes completely at rest and also induces pa- 
tient immobilization because of the limitation of 
vision. 

Remember there is no late ophthalmic treatment, 
no matter how deft and excellent, that can equal 
immediate optimum therapy. 


‘ 


1051 











QUINIDINE INTOXICATION OCCURRING DURING THERAPY OF 
AURICULAR ARRHYTHMIAS 


REUBEN BERMAN, M.D., CHARLES M. SADOFF, M.D., 
| and GEORGE B. GORDON, M.D. 
Minneapolis, Minnesota 


HE MEDICAL history of quinidine goes 

back to the latter half of the nineteenth cen- 
tury when it was used as an antipyretic and anti- 
malarial drug.’* In 1914 Wenckebach’* reported 
successful conversion of auricular fibrillation 
with quinine. Frey® then investigated the cardiac 
action of various other cinchona products and in 
1918, reported the regulation of eleven cases out 
of twenty-two auricular fibrillators with the use 
of quinidine. This drug was introduced to Ameri- 
can medicine in ‘1921 independently by Levy™ and 
Eyster and Fahr.’ Many papers have appeared 
since, describing successful regulation of auric- 
ular fibrillation in forty to ninety per cent of the 
treated cases.®1°1#-15-1819 OQuinidine has also been 
used less extensively for the regulation of other 
arrhythmias, especially auricular flutter and ven- 
tricular tachycardia.” 

There are few follow-up studies concerning the 
fate of the regulated fibrillators. Harris® followed 
twenty-six regulated cases of auricular fibrilla- 
tion out of an original group of forty-three and 
found that 35 per cent of these reverted to fibril- 
lation in one month, 65 per cent in one year and 
at the end of two years only 20 per cent re- 
mained regulated. In Weisman’s series,’ 17 per 
cent remained regular five years or more. 

The dangers of quinidine have been recognized 
since its use as an antipyretic drug in the nine- 
teenth century. Amongst the side effects noted 
are fever, fall in blood pressure, nausea and 
vomiting, diarrhea and thrombocytopenia. How- 
ever, the chief hazards of quinidine have long 
been considered to be arterial embolization, ven- 
tricular tachycardia, ventricular fibrillation, and 
respiratory failure. Deaths coincident with the 
administration of quinidine have been reported 
since its earliest use. Berman and Blumenthal’ 
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report six deaths in 100 cases of auricular fibrilla- 
tion treated with quinidine. Smith and Boland" 
report three sudden deaths in forty-one cases, a 
mortality of 7.4 per cent. However, the ad- 
vantages of quinidine have been much more 
widely publicized than the dangers. The mishaps 
associated with therapy with this drug in heart 
disease are not always appreciated.* It is the pur- 
pose of this paper, therefore, to report five well- 
observed cases of complications arising in the 
course of quinidine therapy for auricular arrhyth- 
mia, with two deaths and two autopsies. 


‘Case Reports 


Case 1—C. H., a thirty-year-old white woman, was 
admitted to the University of Minnesota Hospital for the 
second time March 4, 1952, and discharged March 13, 
1952. Her first admission was in December of 1951, when 
she entered with the complaints of cough of two years’ 
duration and frequent hemoptyses raising as much as 
one cup of blood. She had had rheumatic fever at the 
age of twenty-four and knew of a murmur since then. 
She was able to continue her occupation as a waitress 
until a few days before her first admission. She had 
been taking digitoxin consistently since the fall of 1950. 

The essential features of the 1951 examination re- 
vealed the heart of normal size, faint apical systolic 
murmur with a grade II rumbling mid-diastolic murmur 
at the apex. Her blood pressure was 94/60; pulse 76 
and regular. The lungs were clear. There was no 
liver enlargement or edema. Electrocardiogram showed 
a regular rhythm, a high-notched P: and Ps, a right 
axis deviation with a vertical heart, a late R wave in 
V: interpreted as a right strain pattern. A chest x-ray 
plate demonstrated enlargement of the left atrium and 
slight prominence of the pulmonary artery. Cardiac 
catheterization showed a pulmonary mean pressure of 
35 mm. of mercury. Commissurotomy was successfully 
performed December 13, 1951. Following this pro- 
cedure, auricular fibrillation occurred and the cardiac 
rate was continuously controlled with digitoxin. Marked 
objective improvement resulted. 

On the second admission, March 4, 1952, the chief 
change was the finding of auricular fibrillation. It was 
decided to regulate the fibrillation with quinidine. On 
March 10, 1952, quinidine 0.4 Gm. was given every four 
hours for four doses, a total of 16 Gm. On March 
11, 1952, quinidine 0.4 Gm. was given at 8 a.m., 10 a.m., 
12 noon and 2 p.m., a total of 1.6 Gm. At 3:30 p.m. on 
March 11, 1952, the patient complained of dizziness and 
slight nausea. She had no other complaints. At that 
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time a bizarre arrhythmia with runs of ventricular 
tachycardia was discovered (Fig. 1) and the quinidine 
was discontinued. She recovered uneventfully. 


Summary—Case 1.—This is a case of a young 
woman suffering from mitral stenosis in whom 
auricular fibrillation followed mitral commis- 
surotomy. Attempt at conversion with quinidine 
resulted in short runs of ventricular tachycardia 
which have never been observed before or since. 


Case 2—A. B., an eighteen-year-old girl, was admit- 
ted to the University of Minnesota Hospital July 23, 1952 
and discharged August 5, 1952. The patient had an 
attack of rheumatic fever at the age of twelve with 
severe joint involvement requiring six months of bed 
rest. She knew of her heart murmur since this illness 
and her activities had been moderately limited since 
then. Severe dyspnea first appeared in April, 1952, when 
she was first told she had an irregular heart beat. In 
June of 1952, edema and ascites appeared. She was 
digitalized and fed a salt-free diet with loss of the 
edema. 


On admission her temperature was 98; pulse, 100 and 
totally irregular. Her blood pressure was 110/70. The 
heart was enlarged to the anterior axillary line. A low- 
pitched rumbling diastolic murmur was apparent at 
the heart apex with a loud systolic murmur also. A 
systolic thrill was palpable at the apex. P2 was greater 
than Az The lungs were-clear; the abdomen nega- 
tive. The extremities showed no edema. Blood cul- 
ture was sterile. Roentgenogram showed great en- 
largement of the heart with enlargement of all cham- 
bers. The left border of the heart approached the 
lateral chest wall. Electrocardiogram showed a de- 
layed R wave in V; with a right axis deviation and 
auricular fibrillation (Fig. 2). Digitoxin was continued 
at 0.2 mg. daily. Quinidine therapy was instituted July 
30, 1952; 0.2 Gm. was given every two hours for five 
doses for a total of 1 Gm. on that day with no effect. 
On July 31, 1952, 0.4 Gm. was given every two hours for 
five doses for a total of 2.0 Gm. without effect. On 
August 1, 1952, 0.6 Gm. was given at 6:00 am. Shortly 
after this dose the patient became nauseated and quini- 
dine was discontinued. At noon she felt well and 
went to a movie shown at the hospital. At about 
2:30 p.m. she collapsed, and fell from her chair to 
the floor, apparently dead. She was pulseless and no 
respiratory movements were seen. Artificial respira- 
tion was given for a period of two minutes following 
which feeble respiratory movements occurred. Rapid 
recovery followed. An electrocardiogram (Fig. 2) taken 
approximately fifteen minutes later showed prolonged 
runs of irregularity with ventricular complexes arising 
from many foci. Following this incident she returned 
to her usual form of auricular fibrillation. There were 
no residual effects. 


Summary and Comment—Case 2.—An eight- 
een-year-old girl with severe mitral stenosis and 
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mitral insufficiency with a greatly enlarged heart 
was subjected to attempted quinidinization for 
regulation of auricular fibrillation. Severe nausea 
led to withdrawal of the medication. Eight and a 
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4 Hours 
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Fig. 1. Electrocardiogram in Case 1, March 11, 1952: 
described in the text. 


half hours after the last dose, she collapsed with 
apparent cardiac and respiratory failure. She 
revived following artificial respiration. Gordon, 
Matton and S. A. Levine,® in 1925, found in cats 
that quinidine intravenously would kill by respira- 
tory paralysis. Artificial respiration usually re- 
sulted in recovery. Artificial respiration was prob- 
ably a life-saving measure in Case 2. The electro- 
cardiogram revealed a profusion of beats of ven- 
tricular origin. 
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Case 3.—O. A., a sixty-one-year-old white man, entered 
the Minneapolis Veterans Hospital for the third and 
final admission March 29, 1952, died April 21, 1952. He 
was first admitted April 28, 1949. His symptoms were 
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foliowing digitalization, the patient was given 1.2 Gm. 
of quinidine sulfate after which he converted to a 
normal sinus rhythm. The digitoxin was discontinued 
and the patient was maintained on 0.2 Gm. quinidine four 
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Fig. 2. Electrocardiograms in Case 2. July 28, 1952: digitalized prior to quinidinization. July 31, 1952: during 
quinidine therapy. August 1, 1952: tracing taken immediately after quinidine shock. Note burst of tachycardia 


with wide ORS in aVR. 


dyspnea on exertion for one month, paroxysmal noc- 
turnal dyspnea for one week, and edema of the feet 
and ankles for three days. He denied angina pectoris. 
Absence of breath sounds was noted at the base of the 
left lung posteriorly and moist rales were audible at 
the right base. The apex of the heart was found in 
the sixth interspace 10 cm. to the left of the midsternal 
line. The heart rate was totally irregular at 150 per 
minute. No murmurs were heard. His blood pressure 
was 130/80. The abdominal examination was negative. 
There was edema of the feet and ankles. A chest x-ray 
showed a moderately enlarged heart and bilateral pleural 
effusion. His vital capacity was 4,300 cc. His circula- 
tion time was 45 seconds arm to tongue with decholin; 
venous pressure 13.5 cm. of water. The patient was 
digitalized with digotoxin, fed a low sodium diet, and 
given mercurial diuretics. He responded well to the 
treatment. Following digitalization he converted to a 
normal sinus rhythm. The heart decreased to normal 
size. 

The patient was readmitted on October 26, 1950, 
again in frank congestive heart failure with auricular 
fibrillation and essentially the same findings as on the 
previous admission. The patient had discontinued the 
digitoxin one month prior to admission. It was de- 
cided that a trial of quinidine would be in order. Thus 
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times a day. He was discharged with instructions to 
take this medication indefinitely. 

The patient was admitted for the third and final time 
on March 28, 1952, presenting the same clinical picture 
as before with congestive heart failure and auricular 
fibrillation. He had discontinued the quinidine therapy 
four months prior to admission. The staff at this time 
felt that the bouts of congestive heart failure were 
precipitated by the onset of rapid auricular fibrillation. 
Again following treatment of the heart failure with 
digitoxin and mercurial diuretics the patient was started 
on quinidine. On the first day of therapy March 31, 
1952, he received 0.2 Gm. every two hours for a total of 
one gram which did not convert the rhythm. On April 
1, he had 0.4 Gm. of quinidine every two hours for 
five doses. On April 2, he received 0.4 Gm. of quinidine 
at 9 a.m. and 12 noon. Then regular rhythm was dis- 
covered and the quinidine was discontinued. After 
eating '\is usual noon meal he had two short tonic con- 
vui.icus. Following this a neurological examination re- 
vealed only a generalized hyperreflexia. Approximately 
forty-five minutes later the patient had a grand mal 
type of seizure and became intensely cyanotic. His 
pulse and blood pressure were imperceptible. He was 
given artificial respiration for five minutes without 
any change in his condition. The thorax was opened. 
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It was observed that the heart was not beating. After 
electrical stimulation the heart began to contract in 
a regular and efficient fashion. Thereafter the blood pres- 
sure rose to normal levels quickly and the pulse became 
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The right lung weighed 690 Gm. and the left 500 Gm. 
The heart weighed 375 Gms. The’ coronary arteries 
were completely patent throughout with only mild scle- 
rotic changes. No clot had formed in any chamber. 
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Fig. 3. Electrocardiograms in Case 3. March 28, 1952: admission, auricular 
fibrillation with ventricular rate of 150. April 1, 1952: fibrillation with rate reduced 
to 70 with digitoxin. April 2, 1952: (a.m. tracing, 12 leads) restoration of sinus 
rhythm. Note T wave changes in V;-Vs. April 2, 1952: (p.m. tracing, 3 leads) after 
cardiac arrest, thoracotomy, manual and electrical stimulation. Auricular fibrilla- 
tion has recurred. April 7, 1952: during long period of coma; inverted P: suggests 
auricular rhythm. April 15, 1952: restoration of sinus origin of heart beat con- 


tinuing to death. 


palpable. The patient was taken to the operating room 
and the. wound closed. He failed to regain conscious- 
ness. The cardiac rhythm varied with auricular fibril- 
lation occurring after the operation yielding to an auric- 
ular tachycardia (or flutter) with a 4:1 block. Ter- 
minally, a sinus mechanism was restored. The electro- 
cardiograms are illustrated in Figure 3. Death oc- 
curred April 21, 1952, nineteen days after regulation 
of the auricular fibrillation. 

Autopsy showed severe bilateral bronchopneumonia. 
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The valves were normal. The myocardium was grossly 
normal with the exception of an area of scarring 4x6 
cm. at the apex of the left ventricle. Microscopically 
a moderate diffuse fibrosis of the myocardium was 
found (Fig. 4). The spleen weighed 100 Gm. and con- 
tained an old infarct 1 cm. in diameter. The aorta was 
free of arteriosclerosis. The brain showed some macera- 
tion of the occipital lobes. An elongated area of soft- 
ness was found medial to the posterior lobe of the 
left lateral ventricle. The cerebellum and brain stem 
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were normal microscopically and the softening did not 
appear to be of long duration. The neurones showed no 
abnormality. The blood vessels showed some increase in 
thickness of the walls, particularly in the smaller ves- 
sels. The pathological diagnoses included: 


Auricular fibrillation with cardiac arrest. 
Mild diffuse myocardial fibrosis. 
Advanced bronchopneumonia. 


Encephalomalacia. 


wr weno 


Cerebral arteriosclerosis. 


Summary and Comment—Case 3.—The patient 
had a diffuse myocardial fibrosis without myo- 
cardial hypertrophy. Auricular fibrillation was 
regulated with quinidine. The restoration of sinus 
rhythm was followed by convulsions and later by 
cardiac arrest. The patient had two previous at- 
tacks of auricular fibrillation, one reverting fol- 
lowing digitoxin and the second restored to sinus 
rhythm with quinidine. This is an example of 
cardiac arrest following quinidine. This patient 
illustrates the classic story of death following 
quinidine under circumstances which without 
autopsy would have led to the conclusion that 
restoration of effective atrial beats had dislodged 
a thrombus and produced fatal cerebral emboliza- 
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Fig. 4. Cardiac muscle in Case 3 showing patchy areas of fibrosis (20x). 


tion. The autopsy, however, revealed neither atrial 
thrombus nor cerebral embolus. The cerebral 
changes can be explained on the basis of the 
anoxia during the period of cardiac arrest and 
the subsequent nineteen days of coma. 


Case 4.—F. R. L., a sixty-four-year-old white man was 
admitted to the Minneapolis Veterans Hospital on July 
18, 1952, and expired August 9, 1952. His complaints 
on admission were severe exertional dyspnea and swell- 
ing of the ankles for one week. He had first noticed 
exertional dyspnea about eight years previously. He 
had been under the care of his local physician since 
then and apparently had been taking quinidine off and 
on for several years. He denied any marked dyspnea 
although he admitted inability to climb stairs without 
pausing for a rest. He had several episodes of parox- 
ysmal nocturnal dyspnea in the past year. He knew of 
no hypertension, rheumatic fever, or goiter. He had 
occasional apical chest pains on over-exertion which 
were relieved by rest. About six days prior to ad- 
mission he developed severe dyspnea and his ankles 
became markedly swollen. On admission his apical 
pulse was 120, radial, 70; blood pressure, 120/70; and 
vital capacity, 4.2 liters. The patient appeared to be a 
well-developed, well-nourished sixty-four-year-old white 
man in no acute distress. His thyroid was not pal- 
pable. His fundi were not remarkable. The lungs were 
clear to percussion and auscultation. The apical im- 
pulse was found in the sixth interspace in the anterior 
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axillary line. There were no murmurs. Femoral pulses 
were good. The liver was palpable just below the costal 
margin. There were bilateral inguinal herniae and a 
left hydrocele. The remainder of the physical examina- 
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small left pleural effusion; on July 28, there was reduced 
cardiac size with complete resolution of the pleural 
effusion. An electrocardiogram on admission (Fig. 5) 
showed auricular fibrillation with rapid heart rate and 
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Fig. 5. Electrocardiograms in Case 4. 


second convulsion. August 8, 1953: 








July 8, 1952: fast fibrillation on admis- 
sion. Note burst of ventricular tachycardia in lead II. July. 26, 1952: after two 
days of quinidine. August 1, 1952: after first convulsive seizure; still fibrillating. 
August 6, 1953: regular rhythm. This was followed in twenty- four hours by 


following third convulsion; ventricular 


rhythm. August 9, 1953: terminal mechanism ; supraventricular origin with A-V 


and intraventricular conduction defects. 


tion was essentially negative. The impression on ad- 
mission was auricular fibrillation and heart failure of 
unknown etiology. 

Admission urinalysis showed five to six hyaline casts 
and 60-80 white blood cells per high powered field. 
The hemoglobin on July 21 was 15.5 Gms., white blood 
count, 7,303 with a normal differential. Sedimentation 
rate was 1 mm. The blood urea nitrogen was 15; total 
cholesterol was 152. Serology was negative. The basal 
metabolic rate was 3 per cent. Chest x-ray on July 
18, showed moderate increase in cardiac size and a 
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periods of ventricular tachycardia. There were fre- 
quent premature ventricular beats. 

The patient was served a low sodium diet and digi- 
talized with 1.2 mg. Lanatoside (C intravenously fol- 
lowed by 0.4 mg. digitoxin orally and a maintenance 
dose of 0.2 mg. digitoxin daily. He also received mer- 
curial diuretics. His congestive failure responded well 
to this management. However, there was difficulty in 
controlling the rate below 100. The electrocardiogram 
showed rather frequent extra-systoles. It was deemed 
unwise therefore to increase the digitoxin. He was given 
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quinidine 0.2 Gms. four times daily because of runs 
of ventricular tachycardia. The patient lost forty 
pounds following an excellent diuresis. 

On July 25, 1952, he was started on a regime for 
regulation of his fibrillation receiving 1.2 Gm. of quini- 
dine on a two-hour schedule. On July 26, the total dose 
was 1.6 Gm. This was unsuccessful. The electrocardio- 
gram (Fig. 5) then showed T wave inversion in the 
chest leads. On July 27 and 28, he was given no further 
quinidine. On July 29, he received 1.6 Gm. (0.4 Gm. 
every four hours for four doses). That night, approxi- 
mately four hours after the last dose of quinidine the 
patient was found in a convulsive state, cyanotic, apneic, 
and pulseless. He was seen by the medical officer on 
duty whose opinion was that the patient had a cerebral 
embolus. The patient recovered consciousness in fifteen 
minutes. He presented no neurological changes on the 
morning following the convulsion. He was entirely 
lucid and felt quite well. He was again given quinidine 
0.6 Gm. in three hours. The patient converted to a 
normal sinus rhythm (Fig. 5—electrocardiogram, Au- 
gust 6, 1952) about two hours after the last dose of 
quinidine. On August 7, the patient experienced another 
convulsion and was treated only with oxygen. The at- 
tack was characterized by apnea, cyanosis, and absence 
of pulse. No heart beat was heard. The attack lasted 
for approximately five minutes with gradual return 
to consciousness. Fibrillation recurred and the patient 
was again given 0.6 Gm. of quinidine on August 8. Late 
that afternoon he experienced another similar episode. 
The electrocardiogram then showed an abnormal rhythm 
with no P waves and wide QRS complexes (Fig. 5, 
August 8, 1952). ‘Pronestyl intravenously was ineffec- 
tive. Terminally a supraventricular regular rhythm oc- 
curred (Fig. 5, August 9, 1952). He died at 5 am, 
August 9, 1952. 

At autopsy the heart weighed 700 grams. The aver- 
age thickness of the left ventricular wall was 16 mm. 
and that of the right ventricular wall approximately 6 
mm. No mural thrombi were noted in either atrium or 
ventricle. The endocardium appeared normal. The 
myocardium on section showed no evidence of old or 
recent infarction. No gross myocardial fibrosis was 
encountered. The coronary arteries were patent through- 
out with moderate sclerotic narrowing. The ascending 
aorta presented no unusual amount of atherosclerosis. 
The right lung weighed 700 grams and the left, 600 
grams and both contained a moderate amount of fluid. 
The liver weighed 1,750 grams and cut section revealed 
nothing unusual. The brain was grossly normal with the 
exception of a small area of encephalomalacia in the 
right cerebellum. No emboli were noted in the brain. 
The heart on microscopic section showed areas of 
moderate fibrosis scattered throughout the myocardium 
(Fig. 6). The diagnoses were: 

1. Idiopathic myocardial hypertrophy and fibrosis. 

2. Heart failure. 


Summary and Comment—Case 4.—This pa- 
tient had myocardial hypertrophy of undeter- 
mined etiology with some fibrosis. Following an 
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unsuccessful attempt at regulation of auricular 
fibrillation with quinidine the patient developed 
apnea and was found in a convulsion, cyanotic, 
and pulseless. The clinical diagnosis of cerebral 
embolus was suggested. The second attempt at 
quinidinization resulted in return to sinus rhythm 
and another convulsive episode similar to the first, 
and fibrillation recurred. With the third exhibi- 
tion of quinidine an intractable tachycardia re- 
sulted. Failure to appreciate the syndrome of 
convulsions and apparent death as a toxic mani- 
festation of quinidine led twice to unwarranted 
resumption of quinidine therapy. The bursts of 
ventricular contractions one of which is illus- 
trated (Fig. 5, July 18, 1952) were present on 
admission and should have been recognized as 
danger signals. Also present were T wave changes 
during quinidine therapy (Fig. 5, July 26, 1952). 
The autopsy revealed no cerebral emboli. This 
death also probably would have been attributed 
to cerebral embolism had no autopsy been per- 
formed. 


Case 5— E. E., a woman aged fifty-four, was admit- 
ted to Mount Sinai Hospital, Minneapolis, June 26, 
1952, and was discharged July 7, 1952. The patient had 
hypertension of ten years’ duration and was admitted 
for treatment of auricular flutter. At the time of her 
admission a regular tachycardia of 152 was found. 
Auricular flutter with a 2:1 block was present. Cardiac 
enlargement with a left ventricular contour was found 
on x-ray examination. The patient entered the hospital 
digitalized but increasing doses of digitoxin were given 
until the auriculo-ventricular block approximated 4:1 
and 5:1. On June 29, 1952, she was given quinidine 0.4 
Gm. Within a half hour she had nausea and vomited 
600 cc. of fluid. Two hours later she had a clonic 
convulsion followed by Cheyne-Stokes breathing, and 
finally almost a complete cessation of respiratory mo- 
tion. Artificial respiration was instituted. She had a 
total of five convulsions, all of them clonic in character. 
She continued to have nausea and vomiting. Four hours 
after the or#ginal dosage of quinidine her electrocardio- 
gram revealed only the development of auricular fibril- 
lation. The following day an electrocardiogram showed 
returned auricular flutter with varying A-V block. 


Case 5 represents a reaction following a single 
small dose of quinidine. The patient had auricular 
flutter with hypertension. The “test’’ dose was 
followed by severe nausea and vomiting, respira- 
tory failure and many convulsions. During the 
seizure the flutter changed to fibrillation with 
subsequent reversion to flutter again. Recovery 
followed artificial respiration. 
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Fig. 6. Microscopic section of heart muscle in Case 4 showing areas of fibrosis (20x). 


Discussion 


These five cases all showed remarkable changes 
in the cardiac mechanism during the period of 
quinidine intoxication. It is possible that the 
respiratory failure observed in all but the first 
case was a result of the acute cardiac collapse. 
The respiratory failure here reported differs from 
that observed in cats* treated with intravenous 
quinidine. These animals died in respiratory fail- 
ure with vigorous heart beats continuing to the 
end. The value of artificial respiration shown in 
quinidine intoxicated cats seems also to apply to 
man. 

Cases 2, 3, 4 and 5 showed acute cardiorespira- 
tory failure following other evidence of quinidine 
In Cases 2 and 5 the collapse followed 
nausea and vomiting. Cases 3 and 4 developed 
their fatal complications following regulation of 
fibrillation. Case 4 also showed electrocardio- 
graphic changes that could be attributed to quini- 
dine. It seems reasonable to consider the cardio- 


effects. 


respiratory collapse also a quinidine effect. 

The similar symptomatology in these cases can 
be grouped into a syndrome of quinidine shock. 
The patients who showed this picture all had con- 
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vulsions during quinidine therapy. The syndrome 
is characterized by convulsions, respiratory fail- 
ure, cardiac collapse, absent blood pressure, and 
It may be of brief duration re- 
sponding to artificial respiration. The cardiac 
mechanism during the period of failure is variable 
ineffective ventricular 
rhythms have been demonstrated. In each case the 
jatal or near fatal episode was preceded by or 
accompanied with other signs of quinidine effect. 
The syndrome resembles the effects described for 
cerebral embolization.’ In our two autopsied cases 
emboli were not found. 

The goal of quinidine in auricular fibrillation, 
the achievement of regular rhythm, may itself be 
the premonition of a serious or fatal toxic reac- 
tion to follow. It is likely that the reactions fol- 
lowing quinidine regulation of fibrillation in the 
past interpreted as cerebral emboli in reality often 
represented this quinidine intoxication syndrome 
occurring shortly after regulation. It is not pos- 
sible to offer rigid proof that the perverse results 
in these cases were in fact due to quinidine. All 
of our cases had serious heart disease. However 
exculpation of quinidine leaves no logical ex- 
planation for the syndrome described. Gen- 


pulselessness. 


but cardiac arrest and 
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eral recognition of the possibilities of these seri- 
ous reactions to quinidine should result in more 
cautious selection of fibrillators for regulation 
and more vigilant methods of exhibition of the 
drug. The dosages reported here are probably 
too high and are increased too rapidly. Weisman*™® 
recommends 0.2 Gm. of quinidine on the first day 
increased by increments of 0.2 Gm. daily to a 
maximum of 2.0 Gm. in any single day. It is 
probable that employment of such a slower sched- 
ule would have avoided some of the severe reac- 
tions reported here. 


Conclusions 


1. Five cases of complications arising during 
quinidine treatment of auricular arrhythmias are 
discussed. Four displayed acute cardiorespiratory 
collapse which was fatal in two. No emboli were 
found. 

2. A syndrome of quinidine shock is described. 

3. Artificial respiration is a useful measure 
occasionally life-saving when apnea follows 
quinidinization. 
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THE PHYSICIAN AND HIS ESTATE 
(Continued from Page 1035) 


lull yourself into false security by assuming other- 
wise. Next, your affairs and your estate, no mat- 
ter how small, deserve and are worth putting in 


order. You have spent a lifetime acquiring that 
estate. The least you can do is to spend some 
hours and a few dollars in protecting it and in 
planning its disposition. In one sense, a will is 
the most important instrument you will ever sign 
for it disposes of all of your property. If you do 
not plan your estate in the light of present laws, 
then you must take the consequences of no plan- 
ning or of poor planning. The unfortunate thing 
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about it is that you are not the one to suffer. 
Your beneficiaries, instead, are the ones who sus- 
tain the real burdens of thoughtlessness and im- 
providence on your part. 

There is a line of poetry which the author 
Robert Service himself characterizes as “‘a preg- 
nant phrase.” That phrase, “it is later than you 
think,” is appropriately applicable to estate plan- 
ning and your specific personal problems. Please 
keep it in mind when you consider in the future, 
as I am sure you have in the past, day-to-day 
deferral in getting your affairs in order. 
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THE MEDICAL TECHNOLOGIST AND THE UNIVERSITY OF 
MINNESOTA 


WESLEY W. SPINK, M.D. 


Minneapolis, Minnesota 


+ iw INVITATION to address you this eve- 

ning was extended by representatives of “The 
Orbs,” which I have since found out is a scholas- 
tic honorary society in Medical Technology at 
the University of Minnesota. The assignment 
was gladly accepted because it would give me 
an opportunity to express my appreciation to 
the technologists and to their preceptors, all of 
whom are such an integral part in the care of 
the patients, the teaching; and the research that 
are carried out at the University of Minnesota 
Hospitals. All of us in the field of clinical in- 
vestigation owe a deep sense of gratitude to you 
who have contributed so much to our efforts. 
Prior to the preparation for this talk my knowl- 
edge of Medical Technology at Minnesota was 
related to personalities and to the cold results 
of their work, rather than to an intimate knowl- 
edge of the basic purpose and philosophy of that 
department. And so to acquaint myself with 
Medical Technology at the University, the advice 
of instructors in the Department was sought, es- 
pecially from Miss Ruth Hovde, who is Senior 
Adviser. I then repaired to the Archives of the 
University of Minnesota and read the early bul- 
letins pertaining to the Course in Medical Tech- 
nology, and examined the Annual Reports of the 
President of the University and the Dean of 
the Medical School to obtain a measurement of 
the program that had been made in this field of 
education. The results of this quest are now 
shared with you along with some thoughts on 
the function of a University. 


The Orbs 


The primary objective of any University is 
scholarship, an endeavor in which a community 
of scholars synthesizes and crystallizes the ac- 
cumulated knowledge of the past, and also probes 
into the future. This objective was formally 
recognized by the medical technologists at the 
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University when on March 1, 1935, an honorary 
society based on scholastic attainment was orga- 
nized through the guidance of the late Dr. Wil- 
liam A. O’Brien and Mrs. Gordon Erskine. The 
purpose of the organization was to stimulate high 
scholarship and to encourage honesty, accuracy 
and self-reliance. The name Orbs. was chosen 
for the Society because, “it means eye. In our 
profession we are the laboratory eye of the doc- 
tor.” And for the emblem on their pin, they 
had placed an eye, a microscope and a retort. 
But most important, eligibility for membership 
rested upon the attainment of a 2.0 average or 
above for University work by the winter quarter 
of the Junior year. And remember, such an 
average reflects genuine ability since the work 
of the “Med Tech” in the first two years is in the 
College of Science, Literature and Arts. 


The Early History and Development of the 
Course in Medical Technology 


A course in medical technology was initiated 
at the University of Minnesota in 1922. The 
first announcement on March 10, 1922, stated: 


“The demand for clinical and laboratory technicians, 
trained in the principles and technique of the medical 
sciences is increasing. The technician, so trained, is 
an aide to the physician, the surgeon, the medical spe- 
cialist, the group clinic, the hospital, or the teaching 
and research laboratory. The vocation is one that’ offers 
satisfactory objectives, a large measure of usefulness, 
and fair cornpensation.”2 


The requirements for admission to this new 
four-year course were the same as those for en- 
trance into the College of Science, Literature 
and Arts. And thereby, Medical Technology 
at the University of Minnesota began with high 
standards required of its students. A Com- 
mittee of Advisers for the students was set up 
with Dr. R. O. Beard, as Chairman, and Dr. 
S. Marx White and Dr. W. P. Larsen. 

In the President’s Report for the years 1922- 
1923 we find this progress report by Dean E. P. 
Lyon: 
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“In the new courses in Medical Technology six 
students have been registered in the Medical School, 
but a larger number are doing the preparatory work 
of the first two years in the College of Science, Litera- 
ture and the Arts.” 


Then in the President’s Report for 1923-1924, 
President Lotus D. Coffman pointed out with 
cold statistics and with the accompanying table 
the numerical gain in the enrollment in the course 
of Medical Technology. 








Year 1923-24 
Total |Net Gain 
ists ie 


Year 1922-23 
Men |Women [Total | ~~ Men|Women 


ce oe ee oe 























Medical Technology grew slowly, but on a 
firm foundation. Although small numbers of 
students enrolled for this course, the adminis- 
tration, to its everlasting credit, refused to lower 
the standards, and we see recorded in the an- 
nouncement of 1926 the basic philosophy of this 
course, and the continuance of the high stand- 
ards.” 


“The demand for well-trained laboratory technicians 
is increasing. Positions may be secured in hospitals, 
clinics, and physicians’ offices. Three types of indi- 
viduals are holding them: (1) University graduates 
in technology; (2) short course graduates, and (3) those 
whose training has been acquired by practice under 
preceptors. The University of Minnesota does not 
offer any short courses. The regular four-year course 
is open to graduates of accredited high schools. The 
rules for admission and registration are those of the 
College of Science, Literature, and the Arts. The first 
two years are essentially the same as the pre-medic 
requirement, The last two years are spent in the 
Medical School and University Hospital Laboratory 
or other approved laboratory.” 


One interesting development in the history of 
this course is reflected in the announcement of 
1929, the seventh year of the undertaking, and 
that is men were specifically advised not to en- 
roll in the course. 


“With the rapid increase of laboratories in hospitals, 
clinics and medical schools, medical technology offers 
a splendid field for women at the present time. Men, 
as a rule, are not advised to take the course.’ 


One is hard put to interpret the following 
announcement of the course that appeared in 
1930. In almost an amusing fashion, it placed 
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a premium on women for Medical Technology, 
and bluntly discouraged any prospective male reg- 
istrants. This announcement was undoubtedly 
penned after the economic crash that occurred 
in the Fall of 1929. The depression was on. 
Could this fact account for the tenor of the 
statement ? 


“Well-trained laboratory technicians are in demand. 
Positions may be secured in physicians’ offices, clinics, 
hospitals, research laboratories, and medical schools. As 
a general rule, a student, who is able to do things with 
her hands, likes routine work, and excels in scientific 
work, will make a good technician. Ability to cook and 
sew is an excellent asset for would-be technicians. Men 
are not advised to take the course because of limited 
opportunities for employment at the present time.” 


But we must move on. As more and more 
quantitative methods were introduced into the 
practice of medicine, and clinicians placed in- 
creasing reliance upon laboratory procedures, 
there was a greater demand for well-trained med- 
ical technologists. We learn that by 1953, over 
one thousand individuals have received the de- 
gree, Bachelor of Science, from the University 
of Minnesota, after successfully completing the 
course in Medical Technology. You will note that 
[ say “course in Medical Technology.” Medical 
Technology does not comprise a School at the 
University of Minnesota, nor even a separate de- 
partment. It still is a course with the work in the 
first two years in the College of Science, Litera- 
ture and the Arts. Beginning with the third year, 
the student is registered in the Medical School, 
and the fourth year is spent in rotating through 
the laboratories of the University of Minnesota 
Hospitals. 

Medical Technology at Minnesota may be di- 
vided into three eras. First, the birth of a con- 
cept that took place under the direction of a 
Committee headed by Dr. Richard O. Beard. 
The numbers of enrolled students were small at 
first, but-a sound and thorough training was 
offered to the registrants. The second era was 
that of growth, which occurred under the leader- 
ship of the late Dr. William A. O’Brien. He 
was a remarkable leader. He was a good man. 
He liked people. He possessed that unique ability 
for crystallizing the important aspects of medical 
knowledge, and then communicating the infor- 
mation in simple language so that all might un- 
derstand. The third era is that of arriving at 
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maturity under Dr. Gerald T. Evans. He has 
welded together a capable group of ‘administra- 
tors and supervisors so that Medical Technology 
plays a tremendous role in the daily activities at 
the University Hospitals, as I shall point out 
shortly. In judging the success of any depart- 
ment in a medical school, I do not do so on the 
basis of the accomplishments of the head of that 
department, but rather upon the abilities and 
achievements of the second, third or fourth in- 
dividuals in the administrative hierarchy. Could 
the department run on just as smoothly if the 
leader were to suddenly drop out, and either of 
several other individuals were to take over? If 
this could be effected, then the administrator has 
done a good job. It is significant that Dr. Evans 
has recognized this. He has delegated authority 
along with responsibility, and hence the con- 
tinued success of Medical Technology at the 
present time. 

The fundamental strength of the training that 
is presented in Medical Technology is- that cap- 
able students are selected, and their activities are 
then integrated within the University, Medical 
School, and the Hospitals. Because these students, 
including all of you, have joined a community of 
scholars known as a University, let us make a 
momentary diversion and recall specifically your 
relation to the University as a whole. 


The Medical Technologist and the University 


The word, university, is derived from the 
Latin, universitas, which originally meant a 
community or corporation. The university start- 
ed in medieval times as a scholastic guild com- 
posed of teachers and scholars, and was probably 
patterned after the trade guilds. All down the 
ages membership in a university has been a mark 
of distinction, emphasizing intellectual achieve- 
ment and scholarship. It is a precious privilege 
for any boy or girl to attend a university, and 
this also includes attendance at a liberal arts col- 
lege. A university education has two essential 
goals. The first is most fundamental, and con- 
siderably more important in the long run than 
the second. It is concerned with the develop- 
ment of the human intellect. The primary con- 
cern of the college student should be an engage- 
ment in exploring his own mind and learning how 
to think, which in turn will aid him in how to 
live with himself and with the world. The dis- 
tinguishing mark of a college graduate should be 
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his choice of values—in all human activities. His 
selections should be made after mature thought— 
and not impulsively, and not on the basis of 
prejudice. In this process he is motivated and 
abetted by distinguished teachers. In the lecture 
room and in his studies he has placed before him 
the panorama of accomplishments, errors, 
tragedies and happiness of the ages. An inven- 
tory of this information is his for the effort. In 
this learning process, I am a firm advocate for 
a study of the humanities in a liberal arts col- 
lege that brings with it excursions into history, 
literature, economics and philosophy. I attended 
and was graduated from Carleton College, which 
is a liberal arts college. I pursued the pre- 
medical course. But very fortunately for my own 
future happiness and intellectual pleasure, I was 
exposed to the contents of a liberal arts cur- 
riculum. The one course in college which made 
more of a lasting impression upon me than any 
other was “Nineteenth Century Prose,” intro- 
ducing me to the writings of Carlyle, Newman, 
Matthew Arnold, Ruskin and others. This served 
as a foundation for further reading, which per- 
sists to the present day. This enduring enjoyment 
of literature was motivated by a great teacher who 
with uncanny selectivity and enthusiasm spoke 
about the “purple patches of literature” and then 
led us to those patches where we browsed, and 
I have since continued to do so, My own experi- 
ence and the subsequent contacts that I have had 
with professional people make me a firm advocate 
for a liberal arts education for every individual 
who plans to enter a profession. But I note that 
I have forgotten about the second goal in a college 
education, and that is the more utilitarian one of 
learning how to make a living. It seems to me 
that this is inevitably a by-product of the first, 
and that anyone who can master the art of think- 
ing can manage the practical end of specialized 
knowledge, such as a profession offers, or of suc- 
cessively entering into the competitive business 
community without further university training. 
That which appeals to me so strongly in the 
course of Medical Technology is the emphasis 
during the first two years in the University upon 
the liberal arts. First, registration is necessary in 
the College of Science, Literature and Arts, and 
second, ninety credits of electives are required. 
If I were advising any student in Medical Tech- 
nology I would be more concerned about those 
electives than the scientific subjects. The careful 
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selection of courses and teachers can only result 
in the expansion of the outlook of the student, 
and add to his intellectual dignity. 


The Medical Technologist and the University 
Hospitals 


It is in the last year that the medical tech- 
nologist culminates his or her formal university 
training by working at the University Hospitals. 
Study and work are now tinged with an addi- 
tional emotional glow because the student will 
have personal contacts with the patients and will 
share in the responsibility for the care of sick 
individuals. 

The University Hospitals constitute a unique 
institution. There is no other like it in the State 
of Minnesota. The hospitals have a threefold 
purpose: first, the care of patients; second, the 
training of doctors, dentists, nurses, medical tech- 
nologists, physiatrists, social service workers and 
hospital administrators; and third, the prosecu- 
tion of medical research. In each of these fields, 
the medical technologist plays an important role. 
The primary objective of a hospital is to care for 
sick people. While modern medical science has 
made tremendous progress in the diagnosis and 
treatment of human disease, the successful ap- 
plication of this knowledge takes well co- 
ordinated teamwork within an institution. The 
amount of laboratory procedures carried out by 
medical technologists in this pursuit is phenom- 
enal. It is in this sphere that honesty and ac- 
curacy in the performance of work are so essen- 
tial. The interpretation of laboratory data sup- 
plied by the technologist may be the turning point 
in a patient’s life. Consider the responsibility 
that rests upon a technologist who has cross- 
matched blood for a transfusion. The patient is 
having a serious hemorrhage on the operating 
table. While the operation continues and the 
patient is completely anesthetized, whole blood is 
dripped into a vein. Under these circumstances a 
mistake in cross-matching might go unrecognized 
until the patient is in serious trouble, and death 
might well occur. Such instances of responsibil- 
ity shared by the technologists could be multi- 
plied many times. 

In the training of medical doctors, especially 
undergraduate medical students, interns and resi- 
dents, the technologist is of considerable aid in 
the accomplishment of this effort. Too many 
physicians in every-day practice call for labora- 
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tory procedures, even the more simple ones, 
without much knowledge of the technique em- 
ployed or the real significance of the results. It 
is for this reason that the medical student per- 
forms laboratory procedures himself during the 
course of his training under the supervision of 
medical technologists. At the University Hos- 
pitals, it is remarkable what a thorough briefing 
a student can get in the hematology laboratory. 
On the other hand, the medical technologists sit 
in on clinics in order to observe how their work is 
applied by the clinicians in the care of the pa- 
tients. It is just as well for a technologist to 
know the significance of her work as it is for the 
physician. 

No university ceriter is worth its salt unless its 
personnel is contributing to new knowledge in 
the interest of human welfare. And so, the Uni- 
versity Hospitals over the years have made major 
contributions to medical research. Fortunately, 
the administration under Mr. Ray Amberg and 
Miss Gertrude Gilman have fostered this ideal of 
a University Hospital. Clinical investigation calls 
for careful quantitative measurements and the 
results of the work of the medical technologists 
have brought universal recognition to more than 
one member of the Staff. A pleasing aspect of 
working at the University Hospitals is to note 
and feel the genuine interest that the medical 
technologists and nurses have not only in the care 
of patients, but also in the medical research being 
carried out by the Staff. And this mutual in- 
terest in that which is new is due in large part to 
the indoctrination by the various administrators 
and instructors. There is a certain thrill and 
pleasure enjoyed by all the hospital personnel in 
seeing for the first time a procedure or a drug 
that brings relief to human suffering. 


Concluding Remarks 


And now, let us again consider the motto of 
the Orbs—“honesty, accuracy, self-reliance.” 
These words and what they symbolize in the light 
of human experience can be profitably shared by 
physicians, nurses, technologists—or anyone, 
charged with the care of patients. And partic- 
ularly in the field of medical research, one must 
be objective and record the findings as they oc- 
cur. This is the experimental method. But un- 
fortunately, the great mistakes are often made 


( Continued on Page 1066) 
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Laboratory Aids to Medical Practice 


Sponsored by 
The Minnesota Society of Clinical Pathologists 
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PRACTICAL CONSIDERATIONS IN CERVICAL CYTOLOGY 


DAVID C. DAHLIN, M.D. 


Rochester, Minnesota 


ig HAS BEEN established that cytologic meth- 
ods are an important aid in the diagnosis of 
preclinical carcinoma of the uterine cervix. Such 
invisible lesions are usually in situ but occasion- 
ally they show infiltration, Cervical smears are of 
little practical value in the diagnosis of clinical 
malignant disease of the cervix or fundus of the 
uterus, in which conventional diagnostic proce- 
dures are necessary, 

Carcinoma of the uterine fundus is more eva- 
sive to the cytologist than is cervical malignancy. 
The former lesion is, moreover, less common and 
more curable than the latter. These factors com- 
bine to focus the cytologist’s attention on the 
detection of cervical carcinoma when it is in an 
early, curable stage. Squamous cell carcinoma of 
the cervix constitutes more than 90 per cent of 
malignant lesions in this location and these begin, 
almost without exception, at the squamocolumnar 
junctional zone. 

It appears logical that smears prepared from 
material scraped from this junctional zone would 
be more likely to contain malignant cells than 
would smears from the vaginal pool. This has 
been found to be true. Examination of a single 
slide smeared with material scraped off with a 
wooden spatula or even a cotton-applicator stick 
yields a high percentage of positive results in pre- 
clinical cervical carcinoma. It is important that 
material scraped from the endocervical canal be 
included in the smear. In some women, the squa- 
mocolumnar junctional zone is well above the 
external cervical os. 


Immediate fixation of the smear before any 
drying can occur is the next step. Ethanol (95 
per cent) is a cheap and highly satisfactory fixa- 
tive which may be re-used after filtration. The 
cells in the smear are adequately fixed in approxi- 
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From_the Division of Surgical Pathology, Meyo 
Clinic, Rochester, Minnesota. 
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mately ten minutes, but slides may be kept in the 
ethanol indefinitely. Allowing the fixed prepara- 
tions to dry before final processing causes minor 
but definite cellular alterations. 


In the next step, which is staining, good nuclear 
detail is the most important result. This can be 
secured by staining with ordinary hematoxylin 
and eosin. More complicated stains afford little 
or no advantage to the cytologist interested in the 
detection of cancer. 


Thorough scanning of the stained smear takes 
approximately ten minutes. The slide must be 
examined in its entirety with the aid of a me- 
chanical stage. When any appreciable number 
of smears are examined in a laboratory, it is 
impractical not to employ trained technicians to 
do the initial screening. Such technicians can 
mark any questionable or malignant cells and the 
cytologist can render the verdict. A trained tech- 
nician can stain and screen approximately 5,000 
slides per year and also care for the associated 
clerical work. 

Suspicious or obviously malignant cells in 
smears prepared as just described almost invari- 
ably come from the cervix. The incidence of 
false suspicious and false positive results ob- 
viously will depend on the ability of the cytologist. 
His goal should be to minimize subsequent fruit- 
less investigations of patients requested as a result 
of this procedure. 

When further study is indicated because of the 
cytologic findings, the appropriate diagnostic pro- 
cedures are readily defined. It is imperative that 
the entire squamocolumnar junctional zone be de- 
livered to the pathologist. This can be accom- 
plished best by procuring a cone of tissue from 
the region of the external cervical os with a 
scalpel. Cauterization of this tissue should be 
avoided because the diagnosis of carcinoma in situ 
depends on cytologic details that are destroyed by 
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cooking. Multiple punch biopsies that consume 
the junctional zone perhaps are nearly as effica- 
cious as a cone specimen for the establishment of 
the proper diagnosis. If the atypical cells are not 
explained by examination of tissue from the cer- 
vix, dilatation and curettage must be done. The 
cytologic pathologist is unable to increase his 
capability in the handling of troublesome cases 
unless his gynecologic colleagues supply him with 
adequate specimens for biopsy when atypical cells 
have been obtained from patients. He should not 
be satisfied with specimens that do not reveal the 
origin of the cells which caused him to render a 
“suspicious” or “positive” report. 

Properly prepared and examined smears will 
result in the detection of early, usually curable 
carcinoma of the cervix uteri in approximately 
0.8 per cent of women whose cervix appears 
benign. 


This is the ninth in a series of editorial reports spon- 
sored by the Minnesota Society of Clinical Pathologists 
and designed to foster closer relationships between lab- 
oratory physicians and their colleagues. Since the pioneer 


work of Papanicolaou, use of the “Pap” smear technique 
has become widespread. Similar to the experience in many 
procedures, the immediate acceptance of this relatively 
new laboratory aid to medical practice perhaps was a 
bit too enthusiastic. The technique appeared to be so 
simple that many persons who had minimal experience 
with the vagaries of cytologic diagnosis drew diagnos- 
tic and therapeutic conclusions on insufficient evidence. 
As a result, some unnecessary treatment was given on 
the basis of false positive results, whereas in other in- 
stances, baseless security was experienced because of 
false negative results. 

It is now recognized that considerable background in 
cytologic detail is necessary for adequate evaluation of 
a cervical smear for malignant cells. The pathologist, 
because of his training and his knowledge of cellular 
changes, both physiologic and pathologic, is equipped 
for this work, particularly in a supervisory capacity. 
The importance of cytologic diagnosis has been recog- 
nized to the extent that various training centers have 
been established to offer courses of instruction of sev- 
eral months’ duration to both physicians and_tech- 
nologists. 

Reprints of most of the reports in this series are 
available from the authors or the chairman of the 
editorial committee of the Minnesota Society of Clinical 
Pathologists. Dr. Arthur H. Wells, of Duluth, and Drs. 
Arthur H. Sanford and George G. Stilwell, of Roch- 
ester, who make up this committee, solicit comments 
concerning this series and welcome suggestions re- 
garding material for inclusion in future reports. 

Georce G. STILWELL, M.D., 
Chairman, Editorial Committee 
Mayo Clinic, 
Rochester, Minn. 
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not in the objective recording of the results, but 
in the interpretation. This second step calls for 
cool judgement, wisdom and freedom from 
prejudice. These in turn are achieved only 
through years of experience and a continual prac- 
tice of those intellectual disciplines learned in col- 
lege, or even without college. 

But one may extend this motto of the Orbs 
into daily living. There is the need, more than 
ever, for honesty and accuracy in dealing with 
other people, with other nations. Too often, 
human misery results from misunderstanding, 
which engenders hatred and bitterness. The 
maintenance of human dignity means the ad- 
herence to certain principles of conduct culled 
from the experience and intelligence of the human 





race down through the centuries. A continual ad- 
herence to those principles will require self-re- 
liance and the utmost courage at times. The 
pattern of a crowd culture bringing with it social 
and political recognition is not always too taste- 
ful. Therefore, the individual who believes in 
“honesty, accuracy, self-reliance” may have to 
go it alone at times—but it is worth it. 
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CESARIAN SECTION COMPLICATED BY CHOLELETHIASIS 


HOWARD A. VOGEL, M.D. 
New Ulm, Minnesota 


While multiple procedures at operation should be 
avoided, it occasionally happens that the surgeon is 
forced to perform more than one operation on the 
same occasion. Mrs. H is an example. 


Mrs. H’s last menstrual period was on June 7, 1952, 
and her expected date of confinement was March 14, 
1953. She had had a previous cesarean operation and 
she complained of attacks of severe pain located in the 
right upper quadrant of the abdomen throughout this 
second pregnancy. A cesarean section was done on 
March 5, 1953, because of a cephalo-pelvic disproportion 
or inadequate pelvic outlet. Previous section had been 
performed two years previous. At the time of her 
operation, the gall bladder was found to contain many 
stones. Blood and urinalysis reports were normal. 

Operation—A midline incision was made under local 
nerocaine anesthesia, and a transverse incision was made 
in the lower cervical segment of the uterus, The baby 
was rotated and delivered as a breech. Next, the pla- 
centa was removed and pituitrin was injected into the 
uterine wall. Closure was made with two running catgut 
No. 1 chromic inverted Lempert sutures. The lower 
peritoneal flap was sutured to the uterus superior to 
the uterine incision and the-upper flap inferiorly to 
the lower flap. Ergotrate was injected into the uterine 
wall, causing a firm contraction of the uterus. The 
gall bladder was then examined again and it was found 
that the patient had a large hydrops of the gall bladder 
and one large stone about 2 inches in length and 1 inch 
in diameter. There were also several small stones. This 
distended gall bladder extended at least 3 inches beyond 
the liver edge, and both my assistant and I felt that she 
should have it removed. We extended the incision about 
2 inches, and the abdominal wall was so relaxed that 


we removed the gall bladder with ease. The cystic 
duct and cystic artery were tied separately with linen. 
Then we dissected the gall bladder from below and 
peritonealized the bed with atraumatic “0.” A million 
units of penicillin were dropped into the region of the 
bed. We then examined the appendix and found it 
to be thickened and distended. Therefore, we did a 
routine prophylactic appendectomy. A million units of 
penicillin were dusted into the right lower quadrant. 
No drain was placed into the peritoneal cavity, and the 
uterus was again examined for bleeding. There was 
none, We then proceeded to close the abdomen in the 
routine fashion—peritoneum, muscle, fascia, fat, and 
skin. Six retention sutures were placed. The patient 
received 500 cc. of blood during the operation and left 
the operating room in good condition. The sponge 
count was correct. 

On examination of the gall bladder, it was found to 
be greatly thickened and contained what proved to be 
sterile bile. It was dilated and protruded beyond the 
liver. It contained one large yellow stone, 2 inches 
in length and 1% inches in diameter and about five or 
six small stones. The lumen of the appendix was 
dilated. 

The histological diagnosis was as follows: “The 
gall bladder is 9.5 om. in length. The wall is thick. 
The mucous membrane is rough. The appendix is 
5x1 cs. The surface is smooth. Sections of the gall 
bladder show an active chronic cholecystitis. Sections 
of the appendix show no active inflammation.” (Pathol- 
ogist—J. S. McCartney, M.D.) 


Mrs. H made an uneventful recovery, and both she 
and her normal male infant were discharged from the 
hospital on March 15, 1953. 





THE PROBLEM OF LUPUS ERYTHEMATOSUS 
(Continued from Page 1045) 


sive. If the patient survives the acute or critical 
phase, prolonged convalescence with maintenance 
therapy will probably be necessary. The prog- 
nosis is always guarded and even if the patient 
survives the severe attack, invalidism usually of 
a profound degree ensues and relapse to a severe 
phase is a common occurrence. 
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The cure, if one may use the term, must be 
reckoned in months or even years. Acute or pro- 
tracted systemic lupus erythematosus is indeed a 
severe and devastating disease and must so be 
considered. Undue optimism because of initial 
response, especially to steroids, must be ‘lis- 
couraged. 
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MEDICAL HISTORY OF THE COUNTY OF YELLOW MEDICINE 


MILDRED B. LEE 
Granite Falls, Minnesota 


(Continued from September issue) 


In 1894, Dr. J. W. Donnell of Clarkfield was elected coroner, and held this 
office until June 16, 1898, when he himself became the subject of coroner’s in- 
quiry. On that date he committed suicide by first taking a dose of strychnine and 
then cutting his throat with surgical scissors. 

Dr. Franklin J. Cressy of Granite Falls was then appointed coroner and held 
the office until after 1900. 

Death by violence was rare but not unknown in Yellow Medicine County. 
Coroners were called to pass upon the death of John Purvis, who was murdered 
by his wife. Joseph Ott shot and killed his wife in a drunken rage, and was 
hung upon a scaffold erected in the rear of the jail; the last man upon whom 
capital punishment was inflicted before the repeal of the law. August Baierl of the 
western part of the county killed his son in an argument over money matters, and 
four men died in a box car at Clarkfield as a result of fire. The voters elected 
a doctor to this office whenever they had an opportunity to choose, showing they 
were not unaware of the need for a trained man for this office. 


The Newspapers 


To doctors the newspapers of Yellow Medicine County have ever shown a kindly 
interest and consideration not vouchsafed to members of any other profession, 
however necessary to the community. This seems to be true especially of those 
doctors who paid them the subtle tribute of choosing them as advertising mediums, 
although it does not seem that the small sum paid for the insertion of a professional 
card would in itself entitle the doctors to preferential treatment. In the early days 
of settlement the doctors were naturally often the best educated persons in the com- 
munity, and they were also newsworthy as persons likely to be in the midst of in- 
teresting events. 

The editor was the first to hear of the impending arrival of a new doctor, and 
he obliged by passing on the news to readers along with a brief and favorable 
statement of the doctor’s intentions, qualifications, and place of origin. In a week 
or two this would be followed by a professional card, after which the doctor’s 
activities would be fully chronicled. As to those who did not so advertise, the 
researcher is forced.to the conclusion that either they were singularly retiring or 
that the newspaper never found out about their activities. In settlements where 
there were no newspapers, or where early files were not preserved, all records of 
the work of pioneer doctors have been lost. 

The weight of editorial opinion throughout the county was that the “liquor 
habit” was deleterious to health and morals, and was in short the root of all evil. 
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There are few issues of the Granite Falls Journal and Tribune that do not contain 
dissertations upon the evils of strong drink. The Clarkfield Advocate was also 
much concerned about the “cigarette” habit which it considered equally dangerous ; 
they were “coffin nails.” While the Canby News also condemned the liquor habit, it 
campaigned principally against the sale of “dairy butter” and in favor of meat 
inspection. 

The newspapers also supplied information on matters relating to health as well 
as morals, along with household hints and advice about the treatment and pre- 
vention of various diseases. It is noted that the juice of the pineapple was being 
used in Saint Paul successfully for the cure and treatment of diphtheria (1889) ; 
that “consumption” might be contagious; that chewing gum caused defective eye- 
sight because it affected the nerves that lead from the spine to the optic nerve. It 
is reported that a French physician had discovered that milk absorbed germs, and 
had effected cures of smallpox, fevers, diphtheria, by wrapping patients in sheets 
dipped in milk. “A pint of milk is required.” To prevent infection, “Smoke any 
wound with burning wool or woolen cloth. Twenty minutes of this will take the 
pain out of the worst case of inflammation arising from a wound,” and “This 
simple home remedy deserves to be embossed in letters of gold in every household.” 


Advertisments of patent medicines were often disguised as news items and in- 
cluded among the current events noted, both in the “filler” of the inside pages and 
the locally printed columns. The various kinds of “bitters,” ointments, tonics, and 
health appliances such as the “magnetic belt” took up a large share of the adver- 
tising space. 

In January, 1887, it is reported that the temperature was forty-seven degrees 
below zero, but there is never any suggestion that the climate of Yellow Medicine 
County is anything but “bracing,” exhilarating, and healthful. Freezing of feet 
or hands was a fairly common occurrence in severe winters, and frostbite must 
have been even more common but it seems to have been taken for granted that 
the only treatment for this was already well known. The public was supposed to 
be interested in all matters of health, particularly in surgery. When a young girl 
had to have an operation in “the city,” it was noted that she “was very brave for 
one so young.” In February, 1887, the Granite Falls Tribune undertook to describe 
an operation : 


“Large, bulky, good natured John Otis survived an operation on Thursday last that he will 
long remember. When a boy he hurt the small toe of his right foot and ever since it has been 
the source of not a little discomfort. Making up his mind to have it amputated he signified his 
resolve to Dr. Stratton, who sharpened up his instruments. Prostrating his physical anatomy 
on the hide of an animal now nearly extinct, Dr. Nare produced the conelike vase that contains 
the perfume of many roses known in medical parlance as ether, and taking a position exactly 
astride John’s knowledge box proceeded to administer it,” 


going on to relate how the editor and two other men were impressed for the job 
of holding the patient down on the table, how he struggled and howled with pain, 
and how the editor soon decided he had urgent business elsewhere. 


The Granite Falls Journal was established in 1875, taking over the stock and 
equipment of the defunct Granite Rock. The Granite Falls Tribune was established 
in 1883, the Canby News in 1878, the Canby Tribune in 1882. Wood Lake had 
a newspaper for one year in 1891, the Wood Lake News, which was followed by 
the Wood Lake Ledger in 1895 and published only a short time. The Hanley 
Falls Leader was published by the Tribune, in 1892, also the Hanley Falls Herald. 
The Clark field Reform Advocate began publication in 1892, the Echo Enterprise in 


Ocroper, 1953 












HISTORY OF MEDICINE IN MINNESOTA 


1894. Tor the foreign born, which comprised the largest part of the population of 
the county, there were the Sacred Heart Bladet, beginning in 1891, and published 
in Granite Falls, the Minnesota Folkeblad, and other short-lived publications. 


Camp Release Medical Society 


Camp Release Medical Society was organized as a branch of the State Medical 
Society, and originally included Renville, Redwood, Kandiyohi, and other counties 
served by the Minneapolis and St. Louis Railroad in the area. In the early years 
of its existence travel to the meetings had to be by train, and this circumstance 
was taken into consideration when organizing the membership and arranging the 
meetings. At the present time its membership includes the Counties of Yellow 
Medicine, Chippewa and Lac qui Parle only. 

The exact date of the organization of the Camp Release Medical Society is not 
known, as all of the early records have been lost. The earliest records now in 
possession of the Society date from the fall of 1916. The earliest of the minute 
books records the death in that year of Doctors Cressy, Stratton and Beck, all 
members of the Society. 


Granite Falls Hospital 
1898-1910 


The first hospital in Granite Falls was established in the fall of 1898 by Dr. 
N. H. Scheldrup. It was housed in a green frame house of eight or ten rooms 
which had been the homestead of Henry Hill, founder and promoter of the city 
of Granite Falls, who had spent his entire fortune in the hope of establishing a 
city which would be the center of a great milling industry at the falls. The house 
was located at the top of the hill rising from the river, near the site of the municipal 
power plant and what is now Miller Street. 

The hospital was intended for the accommodation of Dr. Scheldrup’s patients, 
but any doctor was free to bring his patients there for care. Miss Marie Agee, of 
Chicago, a registered nurse, and of Danish ancestry, was put in charge of the 
hospital. She continued in this position until her marriage to Walter W. Stoppe, 
of Granite Falls. 

Dr. Scheldrup had a large practice and did much surgery, and soon the facilities 
of the hospital were found to be inadequate. In 1900, Dr. Scheldrup purchased 
the property known as the Pinney homestead in West Granite Falls, located on 
Ninth Avenue and just off the main, or Prentice Street. This large, two-story home 
provided extra space for patients and also for a well-equipped operating room and 
laboratory. A registered nurse was in charge, and the doctors who brought patients 
there employed nurses of their own choice. These were usually practical nurses or 
women with some experience in the care of the sick. 

In 1901 Dr. Scheldrup took into partnership Dr. Frank H. Hacking, who was 
then practicing at Wood Lake, and they supervised the hospital and used it in their 
practice as long as they remained in Granite Falls. Perhaps the most notable 
patient was the young man who was fatally wounded by Dr. Wintner in an argu- 
ment over losses in a poker game. 

Dr. Scheldrup left Granite Falls in 1906, but the hospital continued in operation. 
It went out of existence about 1910. 
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Biographies 

Biographies should be written and portraits painted when the subject is at the 
height of his powers and the impress of his work and character is still clear. 

The researcher who depends upon the recollections of those who knew him in 
order to clothe with some semblance of life the bare bones of statistics in any 
given case, finds all too often that it is the departure from the norm that sticks in 
memory. If, therefore, some competent and devoted doctors who went quietly 
about their work seem to have been slighted, it must be attributed to this propensity, 
and to the fact that after a lapse of more than fifty years the best of memories 
grow dim. 


Wherever possible biographical data has been referred to relatives for accuracy. 
In other cases the researcher has drawn upon all available sources with the best 
of intentions if not the best results. 


William A. Angell was born to Quaker parents in Saratoga County, New 
York, on March 5, 1870. His education was begun at the Academy of Glens Falls, 
New York, and upon completion of his studies there he came to Minnesota and 
entered the medical department of the University of Minnesota. He graduated 
in 1895, and then took examinations for appointment as house physician for St. 
Xarnabas Hospital, Minneapolis. Receiving this appointment, he remained in this 
post for a year; married Jessie Langdon, a nurse, and then moved to Canby, Min- 
nesota, to begin his medical practice. 

Dr. Angell’s first offices were on the second floor of a building which housed an 
implement store. His first home was in the rooms which adjoined his offices, in 
the same building. As both the Angells were friendly, unpretentious, and blessed 
with more than average good looks, they soon made friends in this fast-growing 
community. 

Dr. Angell was a man of medium height, with brown hair and eyes and regular 
features. A photograph of him taken about 1898 shows him wearing a full but well 
trimmed and pointed beard, side burns, and heavy mustache above a rather full 
lipped mouth. His hair was parted in the middle after the fashion of the time, 
above a broad forehead, and his beard does not conceal a firm, rounded chin. 
Dr. Angell is described by a friend as “having the most beautiful personality a 
man ever had” and Mrs. Angell as a beautiful woman and a “grand person.” 

Dr. Angell soon had a large practice. He was very successful, being remembered 
as one of the best physicians ever to practice in Canby. As his practice grew it ex- 
tended beyond Canby, throughout the county, north to Dawson, and west as far as 
Brookings, South Dakota. In order to cover this large territory he acquired two 
teams of horses and two drivers, and was often obliged to take his rest sleeping 
in the carriage as he went from patient to patient. He knew how to protect him- 
self against the cold, wearing a long coonskin coat, fur mittens, felt boots in which 
he always kept a pair of shoes ready to be stepped into. Dressed in this manner 
he never seemed to feel the cold. Except for this outer clothing he wore the same 
weight of clothing summer and winter, which was unusual at that time. 

Dr. Angell had no church affiliations in Canby. He became one of the first 
members and officers of the Modern Woodmen of America, North Star Camp 4214, 
organized in Canby in October, 1896; of the Cassiopea Camp of Royal Neigbhors, 
organized in 1899, and of the Modern Brotherhood of America Lodge, organized 
in 1899. He also served as county physician for the west eight townships of the 
county in 1899 and 1900. His Minnesota License was granted June 11, 1895, No. 
427, Basic Science Certificate No. 3842. 
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Three children were born to the Angells during their residence in Canby. The 
first, Elizabeth, was born May 4, 1897 ; the second, Isabelle, born February 17, 1901, 
and the third, a boy, William Langdon, was born April 27, 1906. 

After some years of practice in Canby Dr. Angell announced that he intended 
to take an extended vacation. To some of his friends he jokingly said he had made 
a lot of money in Canby and there wasn’t any place to spend it; so he planned to 
stay away until it was all spent. The large home was sold, and all equipment, 
and when his affairs were all in order the entire family—parents, two children, Dr. 
Angell’s parents who were visiting in Canby, and his two sisters, took the train 
for the family home in Indiana. From there they went to Europe, where Dr. 
Angell may have taken additional medical training. 

Apparently Dr. Angell had indeed found a place to spend his money, for on his 
return to Canby the family started living as they had at first, in small quarters 
near his offices. He again built up a good practice, and lived in Canby until 1909 
when he removed to Mirineapolis. There he began specializing in eye, ear, nose and 
throat diseases. In 1928 he had an office at 602 Nicollet Avenue; in 1930 he was 
at 802 Besse Building, and 1934 at 608 Besse Building, Minneapolis. 

Dr. Angell continued to practice until his last illness. He died December 11, 
1935, in Minneapolis, from sarcoma of the perineum, also hypostatic pneumonia. 

Dr. Angell was survived by his wife, Jessie L. Angell, and the children above 
named. Mrs. Angell died January 23, 1945. 


Walter M. Beck was born at Delphi, Indiana, in 1862. He was educated in 
eastern schools and took his medical training at Ohio Medical College, from which 
he was graduated in 1886. 

The only fact known about Dr. Beck’s parents is that his father was a druggist. 
This appears from a story he told of having been detailed as a boy to catch the 
Thanksgiving turkey. He decided the proper way to kill a turkey was to give it 
chloroform, so he got some from his father’s store and administered it. In due 
time the turkey made its appearance on the family table with all the trimmings; 
but when carved no one could eat it. Whether this story indicates Dr. Beck’s 
early interest in medicine or his compassion for animals is debatable, but when 
grown he showed great love for animals and in the practice of medicine which he 
chose as a profession, he attained unusual skill. 

Dr. Beck came to Hanley Falls in March, 1898, and according to its usual 
custom the Clarkfield Advocate introduced him in its issue of March 3, 1898: 


“Dr. W. M. Beck has moved into the Wilson Building and is prepared to receive calls any 
time. . . . We understand the doctor has had an extensive practice of twelve years, has 
diplomas from two leading eastern medical colleges and two hospitals, and for five years con- 
ducted a hospital of his own in Wisconsin, and we may judge from this that he is a physician 
of exceptional qualifications.” 


From other issues of the same paper we learn that his location just before coming 
to Hanley Falls was Shell Lake, Wisconsin, where he had a hospital. He had been 
married and divorced when he located in Hanley Falls and never remarried. He is 
not known to have given details of his early life. He was thought to be Irish; he 
had no church affiliations but was a member of the Masonic Lodge at Montevideo, 
Minnesota, and of the local Modern Woodmen of America. He was of medium 
height and heavy set, had red hair and blue eyes. He was a man of strong con- 
victions, very outspoken, sometimes rough in his talk, but he was very popular 
and none of his oddities were held against him. He was a fluent and forceful 
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speaker, a master of picturesque speech, and it was indeed a great occasion when 
he consented to appear on the program of the Hanley Falls Literary Society. 

When the Spanish-American War broke out Dr. Beck enlisted in the hospital 
corps of the Thirteenth Minnesota. The Clarkfield Advocate says he went in as a 
private. The Thirteenth was one of three regiments raised in the state, and the 
only one to see active service. The Thirteenth Minnesota went to the Philippines 
and helped put down the insurrection. On the way home the regiment stopped at 
Japan, where Dr. Beck acquired a fine collection of silk ceremonial gowns which 
he proudly displayed as souvenirs of his service. 

After his military service was completed Dr. Beck visited at his home, uncertain 
whether to return to Hanley Falls. He also purchased, or took up a claim to, 
some lands in North Dakota and spent some time there. Then he returned to 
Hanley Falls. The Granite Falls Tribune of March 15, 1900, reports: 


“Dr. Beck who was practicing medicine in Hanley Falls some two years ago but who left 
there and went to Manila as a private in the Thirteenth Regiment is now back at the old 
stand. Dr. Beck has had a great variety of experience in his profession while a soldier being 
for several months in full charge of the regimental hospital at Manila and previous to that 
was company doctor for “I” Company. He also distinguished himself as a sharpshooter while 
with the regiment at the front.” 


And the Clarkfield Advocate states: 


“The Editor passed a very pleasant hour at the office of Dr. Beck in Hanley Falls between 
trains last Saturday. The Doctor was with the Thirteenth Minnesota in the Philippines and 
has hundreds of photographic views of the country and people, which together with the 
souvenirs he brought back and his clear and concise descriptions, anecdotal relations, and gen- 
eral information, makes an hour with the Doctor seem almost as good as a trip to the 
Philippines. (March 12, 1900).” 


The doctor gave the people of Hanley Falls and surrounding towns the benefit 
of his experiences in the Philippines. The Advocate, with strong political convic- 
tions, comments as follows: 


“Dr. W. H. Beck of Hanley Falls delivered his illustrated lecture on the Philippines to 
a large audience at Silver’s Halls Thursday night. The woof of the lecture was historical 
but the warp ‘was political. Notwithstanding this however, it was generally pronounced highly 
interesting and instructive. The views were very good. The doctor brought home many 
souvenirs of his campaign in the east which must be seen to be appreciated. (November 8, 


1900).” 


Dr. Beck was an expert marksman and was fond of hunting. He had a fine 
collection of guns and hunting dogs, the latter accompanying him on many of his 
calls. He enjoyed displaying his skill. On one occasion two tramps came up from 
the local “jungle” to get a pailful of beer. When they went back down the street 
toward their camp Dr. Beck got out a gun and put a neat hole through the pail 
they were carrying between them. The men were unaware of the shot until they 
saw the beer trickling out into the street. After everyone had a good laugh Dr. 
Beck took the men to the hardware store where they got a new pail and money 
to get another supply of beer. 

Dr. Beck’s skill with guns was the envy of every small boy in the village, and 
the town was full of boys with guns and dogs ambitious to be as good a shot and 
hunter as Dr. Beck. 

Dr. Beck refused to let anything interfere with his doing what he thought was 
right in the practice of his profession. On one occasion he was called to a home 
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where the patient, a boy, was very ill with pneumonia. Dr. Beck saw that it was 
necessary to “tap” the boy’s chest at once, but the mother did not believe in 
“operations” and remonstrated. In spite of her protests Dr. Beck quickly put her 
out of the room and went about the business as if there had been no objection to it. 
The boy made a fine recovery. 


On another occasion a farmer going home from town, where he had imbibed a 
little too freely, fell out of his buggy and the wheels passed over his head, gashing 
his cheek and cutting off an ear. He was brought to Dr. Beck’s office at his home, 
a couple of men carrying the patient and another one carrying a jar of alcohol in 
which reposed the severed ear. Disregarding the man’s drunken howls and protests 
Dr. Beck calmly shouted the man down, sewed up the gashed cheek and stitched the 
severed ear back on. The patient lived—with both ears—to a ripe old age and 
achieved a reputation as a sober and respected citizen. 


In the early years of his practice in HanleyyFalls Dr. Beck got around the 
country with horse and buggy, but as soon as automobiles became available he 
bought a car. He was not satisfied with the speed he could get from these early 
cars, and finally managed to haye one geared up to much greater speed. Then he 
careened about the country on his calls with splendid disregard of life and limb. 


In 1911, Dr. Beck moved from Hanley Falls to Clarkfield. His former patients 
continued to see him in this new location. Dr. Beck was greatly touched when a 
very old lady came by train from Hanley Falls to Clarkfield to see him rather than 
entrust herself to a new doctor. 


About 1905, Dr. Beck had acquired an assistant, Miss Margaret Snee (she 
adopted the English version, Snow). She was a registered nurse who accompanied 
him on his calls, kept his office, looked after his meals and his living quarters and 
his dogs, and generally made herself useful in every department. At Clarkfield the 
doctor’s office and living quarters were over the Clarkfield State Bank. He had 
a large practice and kept a set of books, but was careless about making collections. 
He had a large circle of friends and a splendid reputation as a doctor. He was 
interested in the welfare of the community, served as health officer and was active 
in the Humane Society. He was genial and friendly and popular with all classes. 


During the summer of 1916, he performed an operation on himself, standing 
before a mirror. It was made necessary by an old injury, and Dr. Beck had not 
been able to get any physician to undertake the delicate surgery. The operation 
involved the removal of the upper third of his tongue. Much publicity was given 
to this feat by the papers of the Twin Cities as well as those of the county. The 
loss of a portion of his tongue affected his speech to a certain degree. 

The doctor was a loyal fan of the Clarkfield baseball team, and then, as now, 
Clarkfield and Granite Falls were rivals in that sport. A game between the two 
towns was to be played at Granite Falls on August 20, 1916, and Dr. Beck took 
a party of friends, including Miss Snow, to see the game. On that occasion 
Clarkfield was the losing team, and when it appeared the game was lost Dr. Beck 
and his party left and started home. As usual, Dr. Beck drove the car about as 
fast as it would go; and about half way between Granite Falls and Clarkfield it 
went into the ditch. Dr. Beck was badly hurt but no one else was seriously injured. 


He was taken at once to St. Barnabas Hospital at Minneapolis, where he died on 
October 10, 1916. 


The following obituary is taken from the Clarkfield Advocate of October 12, 
1916. 
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“A gloom was cast over Clarkfield Tuesday morning when word was received that Dr. 
Walter M. Beck had passed away that morning at the St. Barnabas Hospital where he had 
been taken for treatment immediately after his automobile accident in which he was badly 
injured on Sunday, August 20. 


The Doctor was unconscious for several days following his accident, but began to improve 
and it was thought he would recover. He received a severe setback about ten days ago, from 
a hemorrhage, and since that time has had several hemorrhages which weakened his system 
and he passed away Tuesday morning. 

The Doctor had the best of medical care, some of the best physicians in the city looking 
after his case, and friends did everything they could to relieve his suffering but to no avail. 

Dr. Beck came to Clarkfield in the year 1911 from Hanley Falls where he had been en- 
gaged in the practice of his profession for 16 years. The Doctor was a man who understood 
his profession and had a good practice. He was a bighearted man and did a great deal of 
charity work. 

In his work as health officer and as a member of the Humane Society he made a number of 
enemies, but he did what he thought was right regardless of consequences. The Doctor was 
a man who was rather outspoken, but never beat around the bush and you always knew where 
he stood. 

The Doctor was a sportsman and spent a great deal of time in the field. He was the owner 
of several good bird dogs and also owned some greyhounds and beagle hounds. He was a 
great reader, keeping abreast of the times by having a large number of the leading magazines 
and periodicals as well as medical journals and books. 


We have very little data at hand for an obituary, and have been unable to secure any at 
the time of going to press. A letter was received here Wednesday morning that the Doctor 
had written Monday. 


Dr. Beck was 54 years of age. He was a member of the hospital corps of the Thirteenth 
Minnesota in the Philippines. He was a member of the local M. W. of A. lodge and of. the 
Masonic Lodge at Montevideo. His remains will be shipped to his boyhood home at Delphi, 
Indiana, for burial.” 


The nearest living relatives of Dr. Beck, according to the probate files of Yellow 
Medicine County, were his sister, Mrs. Alice B. Keith, of Indianapolis, Indiana, 
three nieces and a nephew. His personal effects included two trophies for marks- 
manship, five guns, one revolver, a gun cabinet, and four dogs. 


(To be continued in the November issue) 
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THE AGE OF RETIREMENT Y. 
In August the House Ways and Means Committee met to hear testimony on | 
four identical bills designed to provide means whereby the self-employed person have 
could provide for his retirement through voluntary deductions from annual income. prac 
Appearing in behalf of the American Medical Association were its president, lore 
Dr, Edward J. McCormick. and the director of the Bureau of Economic Research H 
of the AMA, Frank G. Dickinson, Ph.D. Z 
Dr. Dickinson’s summary remarks express the reasoning behind the AMA’s to fi 
stand in favor of the law’s passage. He states: sear 
“When you think of the long history of the human race, of the centuries of beco 
pestilence, famines, wars and starvation that wiped out so many people that the Ir 
average male or female didn’t live long enough to have a cancer or heart problem, al 
and then you look over the present records on vital statistics, you find we are a 
living in a brand new era. . .. Medical progress, better food, better sanitation, clini 
better housing are keeping many people alive today. Indeed, the privilege of A 
dying old is our national health crisis, our pension problem.” data 
That pension problem, most acute when the age of retirement is reached without icine 
previous financial planning for it, can be solved to a great extent by the passage of ia 
a law on which the hearing was held in August. 
The medical profession is not alone in actively supporting this measure. The ”* 
list includes such varied groups as the dentists, veterinarians, lawyers, architects, the 
farmers, salesmen, store owners, singers and others in the entertainment field. L 
Those who testified on such a measure besides the American Medical Association, that 
included the American Veterinary Medical Association, the Conference of Bar A 
Association Presidents, the American Farm Bureau Federation, the National ‘ 
Society of Professional Engineers, and the Associated Actors and Artistes of “a 
America. the 
For years this inequity has existed. For years the law has allowed employers seer 
to purchase pension plans for employes to provide for comfort in retirement. Yet thes 
during all these years self-employed individuals have had to provide for their retire- bec: 
ment out of income on which they have already paid income taxes. ap 
Now the principle has been laid down, and the committee has heard much : 
testimony in favor of passage of this legislation. But the fate of such a measure : I 
will lie in the hands of Congress after it has been reported favorably out of the ical 
committee. pre: 
The medical profession can be of great help by letting not only the committee by 
members know their position, but also discussing the matter directly with their ae 
Congressmen while they are enjoying the current recess. 
As Dr. Dickinson points out, “Until Congress takes this . . . step there will 0 
be a gaping hole in the new wall of protection that our government has thrown Th 
around our aging population.” trez 
It seems to your president that the prospect of saving up to $7,500 annually from ' 
your present income tax should create a little more interest and excitement than it pra 
has seemed to have caused. hi 
° wh 
Challe | 
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President, Minnesota State Medical Association 
of 








1076 MINNESOTA MEDICINE Oc 




















. Editorial ° 


ArTHUuR H. WELLS, M.D., Editor; GeorGe Eart, M.D., Henry L. Utricu, M.D., Associate Editors 





THE CLINICIAN VS. THE SPECIALIST 


EARLY the Board of Internal Medicine has 
been certifying a group of men stating they 
have met the requirements and tests for the 
practice of Internal Medicine. They are, there- 
fore, by the fiat of the Board termed internists. 
How many of the men, who have spent three 
to five years in intensive study and a (sic) “re- 
search” or two—preparing for the ultimate test, 
become clinicians? 

In the last ten years, a distinct cleavage has 
occurred between the two terms—internists and 
clinicians, at least in the minds of some of us. 

At the time when mechanical and biochemical 
data were beginning to cluster about clinical med- 
icine, Sidney Thayer made the trenchant observa- 
tion that all the mechanical and biochemical aids 
in medicine have not shortened by one minute 
the period of making a good clinician. 

Let us define the terms internist and clinician ; 
that is, in their present connotation: 

An internist is a board product, plus the co-op- 
peration of the medical schools. He is versed in all 
the newer gadgets—the biochemical tests, and it 
seems he is unable to make a diagnosis without 
these implements. His clinical sense has atrophied 
because of his dependence on these techniques— 
or he has never developed a clinical sense. 

The clinician uses these gadgets and biochem- 
ical data only as a corollary to his clinical im- 
pression. In other words, he makes a diagnosis 
by history and physical examination and then 
uses these implements, mechanical and _ biologic, 
to classify rather than diagnose the condition. 
The clinician treats the patient—the internist 
treats the disease. 

This, at least, is the impression of the older 
practitioners who have observed the younger men 
come into the wards and watch them operate 
when confronted with a clinical problem. 

In 1937, Dr. Thomas Boggs, in his presidential 
address to The Association of American Physi- 
cians, called attention to several important points 
regarding Boards. He stated: 


“In these years of changes which affect all avenues 
of human endeavor it is not strange that the medical 
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profession should feel the pressure of new philosophies 
of human relations. Of them, none is more powerful 
than the trend toward compulsion, by organized efforts, 
into a comformity called standardization. 

“To coordinate the scope and methods of these 
boards, a super board has been incorporated to direct 
the general trend of the standardization and centralize 
the efforts to put it in effect. 

“We then are face to face with the proposal to stand- 
ardize the term Internist and certify such as are com- 
petent to fulfill the implication of that title. Let us 
consider for a moment the object of this proposed 
certification. It is according to the Board to determine 
who is properly an internist. I submit that no exami- 
nation taken, together any questionnaires, evi- 
of courses followed, theses and related docu- 
ments can determine the matter. It cannot be reduced 
to a formula, the sum of the elements indicating the 
answer ‘this person is an internist or not an internist.’ 


with 
dence 


“An internist’s recognition as such really rests upon 
the consensus of opinion of his professional colleagues 
and trainers that he is so qualified. His proven value to 
his colleagues znd patients is the only adequate test. 

“Thus, we may see the Boards of Trust and Ad- 
ministration of Hospital and Medical Schools sur- 
rendering their judgment and their responsibility under 
a type of urging which really amounts in plain words 
to a potent threat. The trend of the plan seems on 
close inspection to contain possibilities of methods which 
strike at the very root of medical education by substi- 
tuting the extralegal demands of certification bodies 
for the considered plans and policies of those properly 
interested with medical education and training.” 


This prophetic insight of Boggs has come to 
pass. The medical schools and hospitals have sold 
out to the boards. The boards, in their efforts to 
standardize, have developed an educational scheme 
in which there is more pressure to pass an exami- 
nation than for the training of a clinician. 

All historical aspects in that the practice of 
medicine is a profession and not a business, all 
humanistic backgrounds have been swept aside 
in the mad scramble for standardization. This 
criticism is not true in individual instances, but 
it is true of the trend. 

We older physicians are seeing the results of 
this bizarre situation in medical education. These 
are some of the reasons why some of us note 
the cleavage between an internist and a clinician. 


—AN OLD CLINICIAN 
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VICE VERSA 
x HE preceding editorial by “An Old Clini- 


cian” should be read without resentment by + 


the younger internist who did not have his intro- 
duction to the field. Those who subscribe to our 
present method of training specialists in all fields, 
and in the establishment of boards to standardize 
formulae for acceptance, have not a few argu- 
ments in their favor, stemming from this mass 
production age in which we live. Perhaps the 
schedules of training should bring the younger 
men into closer contact with the disciples of the 
Sidney Thayers and the Thomas Boggses. 


Medicine has extended its scope so widely in 
two world-shattering and _ tradition-disturbing 
wars that to supply the demand for recruits to 
all the special fields by the old apprenticeship 
contact method presently seems to be impossible. 
Furthermore, as physicians, we daily witness the 
fallacy of dependence upon the patient’s or even 
our fellow physician’s approval of our abilities. 
While stated requirements and examinations are 
a very imperfect way of determining ability, they 
are as of this date about the only measuring 
stick that can be applied and are certainly in 
general use; witness medical schools, law schools, 
West Point, Annapolis and the various licensing 
boards. 

Having spent “three to five years in intensive 
study and a (sic) ‘research’ or two” does not 
make a clinician, in the “Old Clinician’s” sense 
of the word. However, neither does graduating 
from medical school insure a good physician. 
Certainly, the various boards have encouraged a 
good deal of postgraduate study. How can it be 
said, therefore, that such postgraduate study 
would prevent the development of a clinician? 

The distinction between an internist and a 
clinician is real. However, it would seem ap- 
parent that the Board of Internal Medicine has 
not created this situation. The three to five years 
of postgraduate study have some influence on a 
man’s attitude, but they are only three to five 
years out of a total of approximately twenty- 
five years that have contributed to his develop- 
ment. Certainly, the other twenty years or so 
have had their impact in fashioning his outlook 
on life. It is questionable whether the medical 
profession or specifically those interested in in- 
ternal medicine suffer any more in this regard 
than other physicians or other professions. 
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The technical information received in medical 
schools is no index as to whether a man is going 
to be a good clinician or not. It takes time to 
make a good clinician, but good clinicians have 
a certain fundament which is personal and in- 
dividual and has to do only with intensive basic 
scientific study. One who is adequately prepared 
in this way, all other things being equal, would 
be a better clinician than one who is not trained 
in these subjects. 

As a medical man becomes a more experienced 
clinician, he is more likely to use various gadgets 
and biochemical data intelligently and appropri- 
ately. It would not seem quite in order to argue 
with the medical schools and their teaching facul- 
ties by saying that 4 carefully laid-out planned 
course, including all the fundamental data with 
a satisfactory practice of medicine, should be 
greatly altered. On the other hand, medical 
schools should make an attempt to teach medical 
students more of the psychological processes, per- 
sonality types, and explain the need of broad 
humanitarian, ethical, and cultural rapport. 

The fact that the Boards of Trust and Admin- 
istration of hospitals and medical schools may 
surrender their judgment and _ responsibility 
should not be used as an indictment of the 
Boards. It is a misuse of the purposes of the 
Boards and its correction should not lie in abolish- 
ing the Boards. 

A Boarp SPECIALIST 


NALLINE® AND TENSILON® 


D URING the past few months, two valuable 
drugs have been added to our armamen- 
tarium in combating respiratory depression. 
Nalline® (N-allylnormorphine hydrochloride) 
has proven itself to be an antagonist to narcotic 
drugs such as morphine, methadone, Demerol®, 
Pantopon®, and Dromoran®,’ Respiratory de- 
pression with rates of eight to ten respirations per 
minute may be doubled by 10 to 20 mg. of Nal- 
line given intravenously. Dosage should not ex- 
ceed 40 mg. Eckenhoff reports use of this drug 
in the prevention and treatment of narcotic in- 
duced asphyxia neonatorum. Nalline given to 
the mother ten minutes prior to delivery, or in- 


1. Eckenhoff, J. E., Elder, J. D., and King, B. D.: 
The effect of N-allylnormorphine in treatment of 
— overdose. Am. J. M. Sc., 222:115 (July) 

1. 


MINNESOTA MEDICINE 












jecte 
prot 


sugé 
for 

tuna 
dep1 


amn 
to t 
tubi 
dep: 
vent 
shot 
be 1 
may 
of a 
war 
silor 
ciny 
tion 


HOt 


W 
the | 
and 
wert 
(Sey 
elect 
man 
year 
chai: 
med 
forn 
direc 
as € 
Insti 
at tl 
fede 
(4) 

Tl 
port 
inclt 
to s 
forn 
to s 
agre 
to b 
Con 
cour 
of f 


Oct 





dical 
oing 
e to 
have 
| in- 
asic 
ared 
ould 
ined 


nced 
igets 
opri- 
rgue 
acul- 
nned 
with 
1 be 
dical 
dical 
per- 
road 


min- 
may 
vility 

the 
the 
lish- 


\LIST 


uable 
men- 
\. 
ride ) 
‘cotic 
rol®, 
de- 
Ss per 
Nal- 
t ex- 
drug 
¢ in- 
n to 
r in- 
& i %- 
nt of 


July) 


NICINE 








jected directly into the umbilical cord, produced 
prompt establishment of respiration. Eckenoff 
suggests 0.1 to 0.2 mg. in 2 cc. of normal saline 
for injection into the umbilical cord.? Unfor- 
tunately, Nalline is ineffective against barbiturate 
depression. 

Tensilon® (3-hydroxyphenyl dimethylethyl 
ammonium chloride) is an excellent antagonist 
to the actions of d-tubucurarine, Flaxedil®, Me- 
tubine®, and Mecostrin®. Postanesthetic curare 
depression is successfully treated by the intra- 
venous injection of 10 mg. of Tensilon.* Dosage 
should not exceed 30 mg. per injection, but may 
be repeated as necessary. Transient bradycardia 
may be prevented by the simultaneous injection 
of atropine in doses of 1/200 to 1/150 grain. A 
warning must be given against the use of Ten- 
silon following depression from Anectine® (suc- 
cinylcholine chloride), since their combined ac- 
tion may further enhance respiratory depression. 

E. &. ©. 

2. Eckenhoff, J. E.: Hoffman, G. L., and Dripps, R. D.: 

N-allylnormorphine: An antagonist to the opiates. 
Anesthesiology, 13 :242-251 (May) 1952. 

3. Artusio, J. F., ‘Riker, W. F., and Wescoe, W. C.: 

Studies on interrelationship of certain cholinergic 

compounds; Anti-curare action in anesthetized man. 


J. Pharm. & Exper. Therap., 100:227-237, 1950. 





HOOVER, MANION COMMISSIONS ORGANIZED 


With President Eisenhower looking on, members of 
the Hoover Commission on Government Reorganization 
and the Manion Commission on federal-state relations 
were sworn in at the White House on successive days 
(September 29 and 30). The Hoover group, as expected, 
elected former President Herbert Hoover as its chair- 
man, a post he held under a similar study group several 
years ago. The commission also (1) authorized the 
chairman to set up nine task forces, including one on 
medical services, (2) appointed a staff that includes 
former Republican Rep. John Hollister as executive 
director, Frank Brassor of the Civil Service Commission 
as executive secretary and Harold Metz of Brookings 
Institution as research director, (3) set a tentative date 
at the end of 1954 for its report to Congress on what 
federal agencies might be abolished or consolidated, and 
(4) agreed to hold its next meeting November 16. 

The Manion Commission expects to make its first re- 
port to Congress by next March 1 on federal functions, 
including health and medicine, that should be given back 
to states and communities. It authorized its chairman, 
former Notre Dame Law School Dean Clarence Manion, 
to select a small staff and report back in thirty days and 
agreed to set up research subcommittees on various fields 
to be studied during the next few months, The Hoover 
Commission has found quarters in the new General Ac- 
counting Office and the Manion group in the Department 
of Health, Education, and Welfare. 


Octozer, 1953 


EDITORIAL 





DISEASE-FREE “ISLANDS” 


Disease-free “islands” are one of the greatest mysteries 
unsolved by modern science, according to Dr. Eugene 
H. Payne, of Detroit, a leading authority on tropical 
diseases. 


Speaking on the General Electric Science Forum over 
radio station WGY, he pointed out that even though it 
is surrounded by malaria-infested areas, one Brazil town 
of 15,000 people has been absolutely free of this disease 
for at least a century. 


Dr. Payne related that a number of the land-islands 
free of disease have been found in South America. 
Some of these areas are void of heart disease and hook- 
worm though adjacent sectors report many such cases. 
Similarly, he said, insanity is practically unknown to 
Bolivians. . 


He said that many theories have been developed as to 
why this immunity exists, but none has as yet been 
proven. 


Dr. Payne stressed the importance of studying these 
remote peoples while they remain static. Once they 
mingle with other groups, science will lose its chance to 
determine how they remain free from diseases which 
infest regions around them. 


SECRETARY HOBBY EXPECTS SOCIAL 
SECURITY TO HAVE PRIORITY NEXT YEAR 


Secretary Hobby believes that legislation to extend 
social security will have high priority with Congress 
when the next session opens in January. The proposal 
under consideration has the strong support of President 
Eisenhower. It was presented to Congress in the closing 
days of the last session, but too late for action. The 
plan would extend Old Age and Survivors Insurance to 
10.5 million more persons, including physicians, dentists 
and many other groups of self-employed. 

Mrs. Hobby forecast prompt action in two addresses. 
Talking at a Republican party rally at Kiamesha Lake, 
New York, she said that social security extension “will 
be one of the first matters” to come up for decision in 
January. She added: “This bill, which is in line with 
the President’s campaign promises, will, if passed, give 
the advantages of social security to more than ten mil- 
lion Americans who at present are left out of the sys- 
tem. These include many self-employed professional 
people—doctors, lawyers, accountants, dentists, etc.; self- 
employed farm operators and hired farm workers; a 
large number of household workers not now covered, 
and possibly four million state and local government 
workers.” A few days later, addressing the American 
Federation of Labor convention, Mrs. Hobby again 
stated that social security extension would be pressed 
by the administration. 

A House Ways and Means subcommittee under chair- 
manship of Rep. Carl Curtis (R., Neb.) is continuing 
its study of the whole social security structure, prepara- 
tory to reporting to Congress shortly after the first of 
the year. Chairman Reed of the Ways and Means Com- 
mittee introduced the social security extension bill “by 
request.” 
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CHILD PSYCHIATRY 


Since 1938, the Medical School has included in its total program of teaching, 
research, and service a full-time children’s psychiatric service. Inasmuch as the 
first such full time service in the United States was established in 1930 at Johns 
Hopkins, Minnesota ranks as one of the pioneers in this phase of medical training. 

Factors responsible for the inclusion of this important area of medicine in the 
total medical school program are: (1) the recognition that mental illness, because 
of its frequent occurrence, constitutes one of our major health problems, (2) the 
growing awareness that significantly large numbers of disturbed children, over- 
looked and untreated, contribute to later and more difficult psychiatric problems, 
(3) the knowledge that many complaints of children suggesting physical illness 
could be accounted for on the basis of emotional disturbances, and, (4) the gradual 
realization that the physician dealing with children is in a strategic position to 
develop a program of preventive mental health service. 

Our psychiatric service for children was begun originally on an out-patient 
basis. It was soon apparent that many children referred to us needed to be 
admitted to the hospital for study and observation. This need was partially met 
in 1952 when an eleven bed in-patient service was made possible by legislative 
appropriation. Upon the completion of the current building program, a twenty- 
four bed service will be in operation. 

An active teaching program has been in effect for the past fifteen years. Medical 
students graduating today have had more than thirty hours of instruction in the 
basic principles of child psychiatry. In addition the staff has spent considerable 
time in teaching graduate fellows, residents, nurses and others. Approximately 
fifty graduate fellows in psychiatry and pediatrics have had three months or 
more on the service since 1946. Nearly a dozen students from foreign countries 
have spent varying periods of time with us. The staff’s community work includes 
active participation in the Center for Continuation Study Courses, as well as the 
regional courses sponsored by the Medical School, the State Medical Association 
and the State Board of Health. Conferences on problem cases with judges, 
juvenile court personnel, state and local social welfare workers, teachers and others 
constitute an important part of the teaching program. 

Since 1938 over four thousand children have been studied or seen in consultation. 
In the first eleven months of operation of the in-patient service, over one hundred 
and twenty-eight children have been admitted for intensive study. An additional 
forty-two have been admitted for psychiatric study on the pediatric stations. 

Children suspected of psychiatric difficulties are referred to the University 
Hospitals in accordance with policies previously described on this page. After 
acceptance and preliminary study in the Pediatric Out-Patient Department, plans 
are made as the situation indicates. In general, one of two plans is considered: 
(1) the patient and his family may be followed on an out-patient basis or (2) 
arrangements for hospital admission may be made. 

Each child accepted is given a complete study which includes a detailed psychiatric 
and medical history, physical studies as indicated, complete psychological testing and 
individual work with both the child and his parents to define the significant factors 
responsible for the child’s difficulty. Treatment is arranged in accordance with 
the findings. In every case the referring physician receives a report on his patient. 

It has been gratifying to note the increasing number of physicians who are 
recognizing the early signs of maladjustment and dealing so effectively with them. 
This is the preventive approach to the mental health problem so urgently needed. 
It is our hope that the good beginnings of mutual co-operation between the physi- 
cians in our state and the Medical School in the interests of our children’s mental 
health will continue. 


Harowtp S. DIEHL 
Dean of Medical Sciences 
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CIO URGES MEMBERS TO ACTION 
FOR HEALTH 


The Congress of Industrial Organizations, gen- 
erally referred to as the CIO, has recently re- 
affirmed its active support for a compulsory na- 
tional health insurance program, operated by the 
federal government. 


In a recent issue of Economic Outlook, the 
CIO states that “under present political condi- 
tions . . .” progress toward better health “lies 
through collective bargaining, but our accomplish- 
ments through that channel do not lessen the need 
for government action.” The article, “Union Ac- 
tion for Health,” urges CIO members to act: 
“Through our unions we can continue to bargain 
for healthier and safer working conditions and for 
improved protection against the costs of. hos- 
pitalization and medical care.” 


The ClO believes “that other measures will not 
make adequate medical care available to all the 
population,” and on that stand alone, it supports 
compulsory health insurance. 


While it loudly claims the benefits of national 
health insurance, and decries the “shortcomings” 
of present prepayment benefit plans, the CIO tells 
its members to work for certain goals, some of 
which would be largely ineffective or even non- 
existent should a national health insurance pro- 
gram be started. Recommended methods _ for 
unionists to improve health services are: collec- 
tive bargaining, establishing their own health in- 
stitutes, encouraging consumer controlled co-oper- 
atives, as citizens, to work with others to improve 
local health facilities, and by supporting state 
legislation. Some of those objectives are admi- 
rable in themselves, but others are entirely incom- 
patible with the union’s policy of support for 
national health insurance. 


Ocroper, 1953 


NEW PROPOSALS SENT TO 

HEALTH INSURANCE PLAN 
Because of certain obvious facts about the 
Health Insurance Plan of Greater New York, 
the Medical Society of the County of Kings has 
found it impossible to endorse the group practice 
prepayment program, popularly known as H.I.P. 
The longstanding controversy took a new turn 
recently when Dr. Alfred P. Ingegno, president 
of the Medical Society of the County of Kings, 
wrote a letter to H.I.P. offering six “constructive 
which would make it possible for the 
borough medical societies to endorse this group 


proposals’ 


practice prepayment program. 


Break Tight Monopoly 

In suggesting that H.I.P. offer free choice of 
doctors to its subscribers, the president admitted 
that “it is going to hit present H.I.P. doctors 
right in the pocketbook. It will mean surrendering 
a tight little monopoly.” He added, however, that 
“the public has a right to hope that H.I.P. will 
be willing to make that sacrifice.” 

The “put up or shut up” attitude was coupled 
with the following six proposals which would im- 
prove the plan, according to Dr. Ingegno: 

1. That H.1.P. offer a “free choice” contract 
in addition to its present contract. A subscriber 
then could choose his own doctor or medical 
group. 

2. That H.I.P. allow its subscribers to go to 
any medical group ready to give “comprehensive” 
care, not just groups chosen by H.I.P. officials. 

3. That H.I.P. use “dignified” advertising 
methods. 

4. That H.I.P. urge the city to pay half the 
premium of any medical care plan democratically 
chosen by a city employe group, even if it is not 
H.1.P. 

5. That H.I.P. urge the city to pay half the 
hospitalization insurance of city employes, even if 
they don’t join H.1.P. 
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6. That H.I.P. put more “practicing physi- 
cians” on its board of directors. 


Evades Issues 


Previously, H.I.P. had accused the medical pro- 
fession in New York of being against medical 
care and against group practice, in view of their 
objection to some parts of the H.1.P. plan. In 
making public his latest proposal letter, Dr. 
Ingegno pointed out that the accusation is “a fake 
and an evasion of the real issues, which involve 
questions of broken ethics and attempted monop- 
oly of medical practice.” 

The entire question now awaits an answer and 
possible action by officials of the Health Insurance 
Plan of Greater New York, and the outcome 
should be of great interest to the medical profes- 
sion throughout the country. 


MAGAZINE URGES REVIEW OF 
VOLUNTARY INSURANCE 


A direct and critical view and review should 
be taken of the entire voluntary prepayment 
health insurance situation in the country, ac- 
cording to the publication Medical Economics. In 
a reprint of a chapter from his book, the editor 
states : 


“The time has come for a dispassionate analysis of 
voluntary health insurance in all its phases—including 
a long, hard look at both its strengths and its weak- 
nesses.” 


Future at Stake 


The editor states that one medical observer 
questioned about voluntary health insurance felt 
the importance of a long, hard look to be so great 
that 


“ur 


The future of medicine and, to a degree, the future 
of democracy will be shaped by what happens in the 
voluntary health insurance field. This whole subject and 
its role in American life must be explored with infinite 
care. Had we approached it more thoughtfully in recent 
years, some of the forces that now threaten our tradi- 
tional democratic process would not exist.” 


In order to make such a comprehensive review 
of so large a subject, three main questions must 
be kept in mind, according to the editor. They 
are: What do we really mean when we speak of 
voluntary health insurance? What are we trying 
to accomplish with it? Can it do the job? 
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The editor attempts an answer to the first ques- 
tion in general terms. He states: 


“Such insurance is basically a means of cushioning 
people against the economic shock of unbudgeted illness 
costs. When sickness strikes then, it can be paid for 
without either relying on charity or depleting the patient's 
resources. .. . 

“Such insurance can’t reduce the cost of medical care 
to the public at large. But it does minimize the imme- 
diate cost to the individual by distributing it. Because 
prepayment makes medical bills easier to meet, it also 
helps stabilize the finances of subscribing members and 
of participating doctors and hospitals.” 


Broad Interest Noted 


The phenomenal growth of voluntary health in- 
surance in all forms over the past ten or more 
years attests to the fact that more and more peo- 
ple desire protection of some kind. And, that 
growth also points out the fact that if voluntary 
health insurance is not meeting all needs ade- 
quately, then something should be done to find 
out why, what is wrong and what can be done to 
improve it. Because it is so very young in actu- 
arial experience, voluntary health insurance can- 
not be expected to be perfect in all respects. But 
a healthy look in the mirror, while possibly a 
little disconcerting, would most certainly prove 
very educational, and undoubtedly provide a 
springboard to action. 

The magazine editorial states: 


“Voluntary health insurance programs in operation 
today have been organized by medical societies, hos- 
pital associations, private insurance companies, com- 
munity groups, co-operatives, labor unions, and industrial 
firms. This very listing indicates the variety of local 
community interests that have been moved to social 
action.” 


Enrollment Trends Up 


The rapid increase in enrollment in voluntary 
health insurance plans over the years has been 
concentrated largely among employed groups in 
industrial areas. But expansion is gradually be- 
coming the by-word. According to the article, 
“Until most of the well population is covered by 
prepayment plans, the price of providing broad 
service for those who fall seriously ill must neces- 
sarily remain high.” 

One source from which the editor quotes has 
this to say: 


“Unless the program can be extended rapidly to cover 
the rest of the population, public dissatisfaction with 
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mounting medical bills may at any time create the illu- 
sion that government health insurance is the lesser, 
instead of the greater, evil. This eventuality is inde- 
pendent of the course of political events.” 


Dr. Louis H. Bauer, recent president of the 
American Medical Association, is quoted as say- 
ing the following about future enrollment: 


“T believe, eventually, about 100 million people will be 
covered by voluntary health insurance. This will be 
sufficient, as 25 million now receive their medical care 
in whole or in part from the government; 10 million do 
not believe in medical care, preferring to buy what they 
think they require over a counter or by patronizing cult- 
ists; about 5 million are indigents whose medical care 
is a local responsibility; and about 10 million do not 
appear to be interested in insurance at all.” 


BASIC SCIENCE RESEARCH GETS 
FUND GRANT 

The American Medical Association recently 
received a grant of $15,000 for conducting re- 
search in the basic medical sciences. The fund, 
from the William Volker Charities Fund of Bur- 
lingame, California, will be used for studies in the 
various basic sciences, such as anatomy, physi- 
ology and embryology. 

The AMA’s Committee on Research, through 
its sub-committee on grants-in-aid, will be respon- 
sible for allocating the funds, chiefly to indi- 
vidual researchers. According to a recent release 
from the AMA, “it has been felt that too much 
attention has been paid to clinical applications of 
disease treatment and not enough to action of the 
human body’s normal cells and organs. Grants 
from the William Volker Fund should help to 
stimulate a more realistic balance between these 
two important phases of medicine.” 


PRESIDENT RECOMMENDS SOCIAL 
SECURITY INCREASE 


Extension of social security coverage to about 
ten and one-half million more persons was recom- 
mended recently by President Eisenhower. The 
President submitted to Congress the recommenda- 
tions of Mrs. Oveta Culp Hobby, secretary of 
the Department of Health, Education and Wel- 
fare. The new groups to be covered would in- 
clude over 3 million self-employed farmers ; some 
3 million more farm workers and domestic work- 
ers than are now covered; and about a half 
million self-employed persons including doctors, 
dentists, lawyers, architects, accountants and other 
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professional people. The recommendations would 
also cover almost 4 million members of state and 
local government retirement systems, under volun- 
tary agreements between the states and the federal 
government if the members of the system vote in 
favor of coverage by a two-thirds majority. 

A bill to cover these recommendations has been 
introduced into Congress by Representative Reed, 
chairman of the House Ways and Means Com- 
mittee, who said that although he introduced the 
bill, he would not give it blanket endorsement. He 
felt that opinion on the merits of the bill should 
be withheld until recommendations of the sub- 
committee studying the entire social security sys- 
tem were completed and submitted to Congress. 
This report is expected to be submitted to the 
full House Ways and Means Committee by the 
end of the year. 





THE MINNESOTA STATE BOARD OF 
MEDICAL EXAMINERS 


230 Lowry Medical Arts Building 
Saint Paul, Minnesota 


E. M. Jones, M.D., Secretary 


MINNEAPOLIS BARTENDER AND ASSOCIATE 
SENTENCED FOR CRIMINAL ABORTION 


Re. State of Minnesota vs. Virginia Mae Johnstone and 
Edward A. Berg 


On August 4, 1953, Mrs. Virginia Mae Johnstone, 
twenty-nine years of age, 2229 13th Ave. So., Minne- 
apolis, was sentenced by the Hon. Earl J. Lyons, Judge 
of the District Court of Hennepin County, to a term of 
not to exceed two years in the Women’s Reformatory 
at Shakopee for .the crime of abortion. Judge Lyons 
stayed the sentence and placed the defendant on proba- 
tion for a period of two years. 

On September 28, 1953, Edward A. Berg, a thirty- 
eight-year-old bartender of 2546 Dupont Ave. So., Min- 
neapolis, was sentenced by the Hon. Levi M. Hall, Judge 
of the District Court of Hennepin County, to a term of 
not to exceed four years in the State Prison at Still- 
water on a charge of abortion. The sentence was stayed 
for two years, however, and the defendant was placed 
on probation. 

Both defendants were charged jointly with having 
committed the crime of abortion on June 27, 1953. Sub- 
sequently, on July 1, 1953, Mrs. Johnstone entered a 
plea of guilty to the charge before Judge Lyons. Mr. 
Berg, who entered a plea of not guilty on that date, 
later changed his plea to guilty before Judge Hall on 
August 25, 1953. 

The defendants, neither of whom has a license to 
practice any form of healing in the State of Minnesota, 
were arrested following the hospitalization on June 29, 
1953, of a nineteen-year-old unmarried Minneapolis girl. 
Subsequent investigation disclosed that the defendant 
Johnstone, who performed the abortion by means of 
using a solution of water, castile soap and turpentine, 
received $100 for performing the abortion. She ad- 
mitted having performed two prior abortions. The de- 
fendant Berg, who acted as the contact in the case, re- 
ceived $150 for his services. 
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¢ Reports and Announcements ¢ 





NATIONAL SOCIETY FOR CRIPPLED 
CHILDREN AND ADULTS 


Dr. Edward J. McCormick of Toledo, Ohio, president 
of the American Medical Association, heads a list of 
distinguished authorities scheduled to speak on the care, 
treatment and training of crippled children at the 1953 
Annual Convention of the National Society for Crippled 
Children and Adults, November 12-14, at Chicago’s 
Palmer House. 

Another prominent personality will be Dr. Frances R. 
Horwich, Chicago, leading child development authority 
who, as “Miss Frances,” has made the “Ding Dong 
School” a nationally famous program on television. Dr. 
Horwich will be principal speaker at the annual parents 
institute. 

Dr. Henry H. Kessler, medical director of the 
Kessler Institute for Rehabilitation, West Orange, New 
Jersey, and counselor in rehabilitation to the National So- 
ciety, will head up a panel on rehabilitation at the con- 
vention. 

In addition to other outstanding speakers the conven- 
tion program will include general sessions, seminars, 
exhibits, demonstrations, workshops, social events and 
other features planned to appeal to all rehabilitation 
workers, volunteers, and parents of crippled children who 
will attend the convention. 

Dr. William T. Sanger, president of the National So- 
ciety, will preside at this year’s convention marking the 
Society’s thirtieth annual meeting and thirty-second year 
of service to the nation’s handicapped. 

Architecture and its adaptations to meet the needs of 
the crippled will be featured for the first time at this 
year’s three-day meeting. A forum on architectural 
planning for public buildings, schools and hospitals will 
be included. A special architectural exhibit will contain 
a model rehabilitation center developed by Salmon and 
Salmon, architectural consultants of the National So- 
ciety, and sketches and blueprints from the U. S. Public 
Health Service, the American Hospital Association, and 
the Easter Seal Societies. 

A traditional convention feature, a panel of distin- 
guished persons who have outwitted their handicaps to 
become productive and successful members of society, 
is also planned for the meeting. 

Recreation will be considered from the angle of plan- 
ning recreational programs as part of the total program 
in hospitals and schools. Special emphasis in the recrea- 
tion workshop will be given to the needs of the home- 
bound. 

Social functions will include an open house, luncheons 
and the annual President’s dinner. Music will be pro- 
vided by the Valparaiso University Choir of Valparaiso, 
Indiana. 

* * * 


For outstanding achievement and service through its 
nationwide program of employment for the crippled, the 
National Society for Crippled Children and Adults has 
been awarded the Distinguished Service Certificate by 
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the President’s Committee on Employment of the Physi- 
cally Handicapped. 

The award, which is the highest honor that can be 
conferred upon a co-operative group by the committee, 
was announced by Vice-Admiral Ross T. McIntire, chair- 
man, for the nation’s capitol. 

Citations were also given to the Disabled American 
Veterans Service Foundation, Washington, D. C.; Good- 
will Industries of America, Inc., Washington, D. C.; and 
The Saturday Evening Post, Philadelphia. 

The Easter Seal Society was cited for pioneering many 
new programs and projects for the handicapped, and for 
the public attention its activities have focused on the 
national program to employ the physically handicapped. 
This service has been carried out by the National So- 
ciety through its vast network of more than 2,000 state 
and local Easter Seal affiliates located in every state in 
the nation, District of Columbia, Alaska, Hawaii, and 
Puerto Rico. 

Dr. William T. Sanger, of Richmond, Virginia, is 
president of the National Society. Headquarters of the 
Easter Seal Society are at 11 S. LaSalle Street, Chicago, 
with Lawrence J. Linck, executive director. 

The National Society each year grants fellowship 
awards to qualified counselors, guidance teachers and 
other professional persons for specialized training in th 
placement of the cerebral palsied and other severel) 
handicapped workers. This training is designed to en- 
courage public and private agencies to increase theif 
services for the handicapped and to inform industry of 
the vast national resource available in the employment 
of the disabled. 

The National Society also operates a free National 
Personnel Registry and Employment Service, a person- 
nel clearing house to ensure the best use of services of 
those qualified by training, experience and interest in 
work with the physically handicapped. 


INTERNATIONAL SYMPOSIUM ON CARDIO- 
VASCULAR PHYSIOLOGY AND SURGERY 


Recent advances in cardiovascular (heart and blood 
vessels) physiology and surgery was the subject of an 
international symposium at the University of Minnesota 
September 14-16, 1953. Medical specialists from three 
foreign countries, fourteen states and Canada spoke at 
sessions in Scott Hall auditorium. 

The conference was sponsored by the University and 
the Minnesota Heart Association. In November, 195], 
they co-operated in presenting an international symposium 
on rheumatic fever, also held at the University. 

Five doctors from abroad—Clarence Crafoord, Sab- 
batsbergs Hospital, Stockholm; Domingo Gomez, Ha- 
vana; Torgny Sjostrand, Karolinska sjukhsuet, Stock- 
holm; Olle Snellman, University of Uppsala, Sweden; 
and Erik Wetterer, University of Munich, Western 

(Continued on Page 1086) 
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Plexus Renalis 


Truncus Sympathicus 


Nervus Gastricus Anterius 


Central origin of the vagus nerves 


—Nervus Pudendus 


Nervus Splanchnicus Lumbus 


Plexus Hypogastricus 


(parasympathetic) 


Medulla Oblongata 
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Control of Gastric Motility and Spasticity 
in Peptic Ulcer with Banthine* 


“The need! for suppressing gastric 
motility and spastic states is... 
fundamental in peptic ulcer ther- 
apy. Since the cholinergic nerves 
are motor and secretory to the 
stomach and motor to the intes- 
tines, agents capable of blocking 
cholinergic nerve stimulation are 
frequently used to lessen motor 
activity and hypermotility.” 


Banthine? “‘has dual effectiveness; it 
inhibits acetylcholine liberated at 
the postganglionic parasympa- 
thetic nerve endings and it blocks 
acetylcholine transmission 
through autonomic ganglia.” 


It has been shown' to diminish gastric 
motility and secretion significantly as 
well as intestinal and colonic motility. 


The usual schedule of administration 
in peptic ulcer is 50 to 100 mg. every 
six hours, day and night, with subse- 
quent adjustment to the patient’s needs 
and tolerance. After the ulcer is healed, 
maintenance therapy, approximately 
half of the therapeutic dosage, should 
be continued for reasonable assurance 
of nonrecurrence. 

Banthine® (brand of methantheline 
bromide) is supplied in: Banthine am- 
puls, 50 mg.—Banthine tablets, 50 mg. 

It is accepted by the Council on 
Pharmacy and Chemistry of the Amer- 
ican Medical Association. 


1. Zupko, A. G.: Pharmacology and the General 
Practitioner, GP 7:55 (March) 1953. 


2. McHardy, G. G., and Others: Clinical Evaluation 
of Methantheline (Banthine) Bromide in Gastro- 
enterology, J.A.M.A. 147:1620 (Dec. 22) 1951. 


SEARLE Research in the Service of Medicine 








REPORTS AND ANNOUNCEMENTS 


INTERNATIONAL SYMPOSIUM ON 
CARDIOVASCULAR PHYSIOLOGY 
AND SURGERY 


(Continued from Page 1084) 


Germany—lectured on circulation, pressure and flow and 
cardiovascular surgery. 

Differential diagnosis of congenital heart disease, dis- 
eases of the mitral and aortic valves, application of me- 
chanical heart and lungs in cardiac surgery, hypothermia 
in cardiac surgery, septal defects and pulmonary stenosis 
were among the topics which were discussed at the con- 
ference. 

Dr. William F. Hamilton, professor of physiology at 
the Medical College of Georgia, Augusta, Ga., delivered 
the annual George E. Fahr lecture at 8 p.m., September 
14, in Scott Hall auditorium. He outlined “The Physi- 
ology of Congestive Failure of the Circulation.” 


AWARD FOR OUTSTANDING RESEARCH 
IN THE FIELD OF INFERTILITY 


The American Society for the Study of Sterility an- 
nounces the opening of the 1954 contest for the most 
outstanding contribution to the subject of infertility and 
sterility. The winner will receive a cash award of one 
thousand dollars, and the essay will appear on the pro- 
gram of the 1954 meeting of the Society. Essays sub- 


mitted in this competition must be received not later 
than March 1, 1954. For full particulars concerning 
requirements of this competition, address The Ameri- 
can Society for the Study of Sterility, c/o Dr. Herbert 
H. Thomas, Secretary, 920 South 19th Street, Birming- 
ham, Alabama. 

The author should append on a separate sheet of paper 
a short biographical sketch of himself and include a 
photograph to be used in the necessary publicity should 
he be the winner of the award. 


AMERICAN COLLEGE OF PHYSICIANS 


The Midwest Regional Meeting of the American Col- 
lege of Physicians will be held in Milwaukee, Wisconsin, 
November 21, 1953, at the Hotel Schroeder. There are 
875 College members represented by the states of 
Illinois, Indiana, Iowa, Minnesota, and Wisconsin. 

A scientific program of twenty-two papers of fifteen 
minutes each and a Clinico-Pathological Conference has 
been arranged. A luncheon at noon, banquet and enter- 
tainment in the evening, as well as a luncheon and 
entertainment at noon for the ladies are on the schedule. 
All physicians, members of the College and non-mem- 
bers are invited to attend. There is no registration fee. 

Francis D. Murphy, M.D., F.A:C.P., Milwaukee, is 
General Chairman and Joseph W. Rastetter, M.D., 
F.A.C.P., Milwaukee, Chairman of Arrangements. 
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brochure—send for yours today. 
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CANCER SOCIETY GIVES UNIVERSITY OF 
MINNESOTA $75,000 FOR RESEARCH WORK 


Fifteen cancer research projects will be carried on 
at the University of Minnesota during the next year 
under terms of a $75,000 grant from the American 
Cancer society. Announcement of the award was made 
by Dr. C. G. Uhley, Crookston, president of the Min- 
nesota division of the society. 

According to the University’s cancer co-ordinator, Dr. 
Bernard Zimmermann, assistant professor of surgery, the 
society funds will be used to support research in almost 
every department of the medical school: cancer biology, 
physiology, gynecology, the tumor clinic, pathology, bio- 
logical chemistry, radiation therapy, cyto-chemistry, ra- 
diology, surgery, anatomy and medicine. 

Most of the projects are relatively new and some are 
part of large-scale investigations which will continue for 
years. Three of them are concerned with hormonal 
aspects of cancer. Subjects of these scientific studies and 
researchers who will conduct them are: 

Role of the pituitary gland in breast and adrenal 
tumors in mice: Dr. Carlos Martinez, assistant professor 
of cancer biology. 

A study of the chemistry of cancer and the role of 
sulfhydryl compounds: Isaac M. Kolthoff, chief of the 
department of analytical chemistry, and Dr. Maurice 
B. Visscher, head of the department of physiology. 

Radium treatment of cancer of the uterus: Drs. Roy 
G. Holly, assistant professor of obstetrics and gynecology, 
and John L. McKelvey, head of the department of 
obstetrics and gynecology. 

Statistical studies in the tumor clinic and follow-up of 
patients: Drs. Zimmermann and Claude R. Hitchcock, 
director, Cancer Detection Center. 

Studies of human cancer with newly developed meth- 
ods: Drs. James R. Dawson, head of the pathology de- 
partment ; Joel G. Brunson, medical fellow in pathology ; 
Robert Hebbel, professor of pathology, and Gunnbejor 
Aurebeck, resident in pathology. 

Studies of hormones in human and animal cancer: Drs. 
John J. Bittner, professor of cancer biology; W. D. 
Armstrong, head of physiological chemistry, and Saul L. 
Cohen, associate professor of physiological chemistry. 

Irradiation treatment of lymphoid tumors: Dr. Charles 
M. Nice, Jr., instructor in radiology. 

Study of normal and cancerous stomachs by new phy- 
sical methods: Dr. David Glick, professor of physio- 
logical chemistry. 

Methods for earlier diagnosis of lung cancer: Drs. Leo 
G. Rigler, head of the department of radiology, and 
Richard L. Varco, professor of surgery. 

Study of x-ray effects on tumor-bearing tissues: Drs. 
K. W. Stenstrom, director of radiation therapy; Halvor 
Vermund, research associate; James F. Marvin, assistant 
professor of radiology; Robert A. Ledner, fellow in 
radiology, and Donn G. Mosser, instructor in radiology. 

Search for an intravenous dye as a cancer detection 
agent and technical problems in gastric and esophageal 
cancer surgery: Drs. Owen H. Wangensteen, chief of 
Surgery; William D. Kelly, research fellow in surgery, 
and Edwin L. Brackney, medical fellow in surgery. 

A study of dietary production of anemia and pre-can- 
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cerous conditions in swine: Drs. Jay Sautter, associate 
professor of veterinary medicine; Hitchcock, and J. 
Bradley Aust, National Cancer Institute trainee. 

Clinical, endocrine and metabolic studies relating to 
cancer surgery and surgical removal of adrenal glands: 
Drs. Zimmermann, Hitchcock, and, Henry S. Bloch, re- 
search associate in surgery. 

A study of the effects of exhaust fumes from a gaso- 
line engine and the fumes from heated tar on the inci- 
dence of lung cancer in mice: Dr. Hitchcock. 

Treatment of breast cancer with hormones and radia- 
tion: Dr. Byrl J. Kennedy, assistant professor of medi- 
cine. 

This is the-largest institutional grant the American 
Cancer society has ever made to the University, (An 
institutional grant is given to a university or college to 
be used as the institution thinks best. The society also 
makes grants for specific research projects.) 


LEO G. RIGLER LECTURE 


The annual Dr. Leo G. Rigler Lecture for 1953 will 
be delivered Wednesday, October 28, 1953, at 8:15 p.m. 
in the Auditorium of the Museum of Natural History, 
University of Minnesota. The lecture will be given by 
Dr. Robert McWhirter, Professor and Chief of the 
Department of Radiotherapy, Royal Infirmary, Edin- 
burgh, who will speak on “Simple Mastectomy and 
Postoperative Radiation for Carcinoma of the Breast.” 


REPORTS AND ANNOUNCEMENTS 








st 
Pediat Seg 
wl 


BROWN & DAY, INC. 


St. Paul 1, Minnesota 














HOMECOMING CLINIC TO BE HELD 
AT UNIVERSITY OF MINNESOTA 


The Minnesota Medical Alumni Association invites all 
physicians to attend the Homecoming Clinics at the 
University Hospital on November 6 and 7, 1953. The 
program will get under way at 11:45 a.m. on Friday, 
November 6, with the Staff Meeting of the University 
Hospital. Luncheon will be served and the special 
Homecoming program will feature Dr. O. J. Campbell, 
president of the Minnesota State Medical Association, 
who will discuss “The Responsibilities of Organized 
Medicine.” This will be followed by the annual meeting 
of the Minnesota Medical Alumni Association and the 
Homecoming Clinics themselves will be held from 2:00 
to 4:30 p.m. on Friday and from 9:00 to 11:30 a.m. on 
Saturday, November 7. The Homecoming Game, Min- 
nesota versus Indiana, will go on at 1:30, Saturday, in 
Memorial Stadium. 


MINNESOTA ACADEMY OF GENERAL PRACTICE 


The Minnesota Academy of General Practice will stage 
its annual Fall Refresher Day at the Hotel Lowry in St. 
Paul, Wednesday, November 4, 1953. According to Dr. 
C. C. Cooper of St. Paul, president of the organization, 
a stimulating and important day-long program has been 
arranged for the occasion. 


CONTINUATION COURSES 


Dermatology will be the subject of a continuation 
course for physicians which will be presented by the 
University of Minnesota at the Center for Continuation 
Study next November 19 to 21. Intended primarily for 
physicians engaged in general practice, the course will 
stress the recognition and management of the common 
skin disorders. The program will be presented under 
the direction of Dr. H. E. Michelson, Professor of Med- 
icine and Director of Dermatology, and the remainder 
of the faculty will be drawn from the University of 


Minnesota Medical School and the Mayo Foundation. 
* * * 


The University of Minnesota announces a continuation 
course in Obstetrics for General Physicians which will 
be held in the Center for Continuation Study on De- 
cember 3 to 5, 1953. Emphasis will be placed on recent 
advances in the field which have practical clinical appli- 
cation. The course will be presented under the direction 
of Dr. John L. McKelvey, Professor and Head, Depart- 
ment of Obstetrics and Gynecology. 





VA HOSPITALIZING MORE NON-SERVICE 
CONNECTED CASES 


Latest statistics from Veterans Administration show 
the agency is reducing its lists of service and non- 
service connected cases awaiting hospitalization. In 
August, 1952, service-connected cases waiting admission 
tctaled 143. During July and August of this year they 
numbered only two. At the same time VA is getting 
more and more non-service connected cases into its hos- 
pitals. In August, 1952, VA listed as waiting hos- 
pitalization 22,341 cases it described as “other than dis- 
abilities adjudicated service-connected.” By July of this 
year only 20,370 were still waiting treatment, and in 
August only 17,874. 
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MEDICAL SUPPLIES NEEDED 
FOR SICK KOREAN CHILDREN 


Truce in Korea has not reduced the overwhelming 
sickness, suffering and poverty among the Korean people 
and the need for medical supplies of all sorts, especially 
drugs and medicines, is still far greater than relief agen- 
cies have been able to meet. 

‘This is the testimony of all letters from those who are 
helping on the front lines and from official observers 
who have returned recently from tours of inspection. 

Collection of sample drugs by doctors’ wives has there- 
fore become more important than ever, according to 
Mrs. H. O. Beek, of St. Paul, who has directed a suc- 
cessful collection this summer for the Ramsey County 
Medical Society auxiliary, and auxiliary members all 
over the state are urged to step up their efforts to assist 
in the work. 

In Pusan, for example, a staggering number of chil- 
dren estimated at more than 60,000 a month by William 
C. Bullitt, former United States ambassador to Russia, 
are cared for at a single clinic conducted by fifteen 
Maryknoll missionary sisters. “I have just returned from 
Korea,” Mr. Bullitt said recently in a letter published in 
the New York Times. “Before the communist attack, 
Pusan was a poor town of less than 300,000. Today it 
is submerged by more than 1,000,000 refugees. There is 
no new housing. The refugees build shacks of old boxes, 
tin cans and paper. The winds chill their huddled under- 
nourished bodies. Disease, led by tuberculosis, runs 
through their swarming streets. Into these streets fifteen 
Maryknoll sisters moved in the spring of 1951. All were 
trained physicians and nurses and they set up their 
clinic at the top of a teeming alley. There, by working 
eighteen to twenty hours a day, they treat an unbelievable 
average of nearly 2,000 sick children a day. . . . They 
stand or lie on the ground for hours awaiting treatment. 
... No work of service that I have ever seen seemed 
to me so surely blessed of God.” 

It is to the Maryknoll sisters in Pusan that the Ramsey 
Auxiliary has sent its collection which amounted to 500 
pounds this summer. Aid is given to all who come 
regardless of religion or lack of it, Mrs. Beek reports, 
and the need for help will be tremendous for a long 
time to come. 

Any other Auxiliary or auxiliary member who is inter- 
ested is urged to write to Mrs. H. O. Beek, 900 Good- 
rich Avenue, St. Paul, for information and shipping 
instructions. 


RAMSEY AUXILIARY TO VISIT 
RED FEATHER AGENCIES 


As the Red Feather campaign will be uppermost in 
the thoughts of many members of the Ramsey County 
Medical Auxiliary at the time of their first general 
meeting on October 26, a program has been arranged 


Ocroper, 1953 
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that will give them an interesting firsthand view of 
Community Chest agencies. 

Following a luncheon at Town and Country Club, the 
Auxiliary will go on a “Come and See” tour of Red 
Feather supported agencies including Booth Memorial 
Hospital and the Merriam Park Community Center. An 
innovation planned for the Board of Directors’ meetings 
this year is to have board members work on cancer 
dressings during their business meetings. 

The Ramsey County Medical Society Auxiliary has 
sent out approximately 500 pounds of sample medicines, 
clothing and other items this summer for use of the 
Maryknoll Sisters in their medical and nursing service 
among sick and needy Koreans. 


Mrs. CiypeE L. SMITH 
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In Memoriam 





JOSEPH P. FLYNN 


Dr. Joseph P. Flynn died August 21, at the age of 
seventy-nine, at his home, 7299 Oak Grove Boulevard 
in Richfield. He had practiced medicine for forty-nine 
years in the Minneapolis area before his retirement five 
years ago. 

Dr. Flynn was born in Stillwater and received his 
pre-medical education at St. John’s University at Col- 
legeville and at Notre Dame. He was graduated in 
medicine at Rush medical college in 1900 and interned 
at St. Mary’s Hospital in Minneapolis. He settled per- 
manently in Minneapolis after practicing for a brief 
period in Madelia. , 

Dr. Flynn is survived by his wife, a son, Hugh E., and 
three daughters, Josephine, Mrs. Henry Wolff, and Mrs. 
Harvard Gross, all of Minneapolis, and six grandchil- 
dren. 


MYRON O. HENRY 


Dr. Myron O. Henry, well known Minneapolis ortho- 
pedist, died suddenly August 31, at the age of fifty-nine. 

Dr. Henry was born in Minneapolis in 1893. He was 
graduated from the University of Minnesota medical 
school in 1921, and was awarded the first fellowship in 
orthopedic surgery ever offered by the Harvard medical 
school. He returned to practice orthopedics in Minne- 
apolis in 1923 and remained there to the time of his 
death, serving, also, for many years, as a member of the 
faculty of the University. 


He was best known for his work on fusion of the spine 
and in treatment of fractures of the hip and he was a 
member of many medical groups, including the Ameri- 
can Academy of Orthopedic Surgeons and the Clinical 
Orthopedic Society, both of which he served as presi- 
dent, and the American Orthopedic Association, the 
International Society of Orthopedic Surgeons, the Ameri- 
can College of Surgeons, the American and Minnesota 
State Medical Associations and the Hennepin County 
Medical Society. He was also a member of the’ Minne- 
apolis Club. 

Dr. Henry is survived by his wife, Lucille, a daugh- 
ter, Mrs. Katherine Perry, of La Habra, California, and 
three grandchildren. 


FRANK M. PUGLIESE 


Dr. Frank M. Pugliese, former fellow in surgery of 
the Mayo Foundation, died on August 13, 1953, in 
Wilkes-Barre, Pennsylvania. 

Dr. Pugliese was born February 7, 1899, at Calimera, 
Italy. He received the degree of M.D. in 1923 from 
the University of Pennsylvania, and was an intern for a 
year and a fellow in surgery for a year at the Robert 
Packer Hospital, Sayre, Pennsylvania, from 1923 to 
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1925. He entered the Mayo Foundation as a fellow in 


. surgery in April, 1925, and left the Mayo Foundation in 


October, 1928. He practiced general surgery at Scranton, 
Pennsylvania, until 1930, when he went to Wilkes-Barre 
where he practiced surgery until the time of his death. 
He was associate surgeon at the Mercy Hospital and con- 
sulting surgeon at the Pittston Hospital, Pittston. Dur- 
ing World War II he was a lieutenant colonel in the 
Medical Corps of the Army of the United States. 


Dr. Pugliese was a fellow of the American Medical 
Association and the American College of Surgeons, and 
a member of the Lehigh Valley Medical Association and 
the Alumni Association of the Mayo Foundation. 


SHERWOOD B. SEITZ 


Dr. Sherwood B. Seitz who practiced medicine at 
Barnesville for fifteen years, died at his home from 
pneumonia and a heart ailment August 4, 1953. Dr. 
Seitz was fifty-three years old. 


He was born at Blanchester, Ohio, and was graduated 
in chemical engineering at the University of Northern 
Ohio in 1922. He served in the Army for eighteen months 
during World War I and taught school subsequently for 
nine years in North Dakota, serving as superintendent of 
schools at Rhame and at Forman before entering the 
University of North Dakota for premedical training. He 
was graduated in medicine from Northwestern Univer- 
sity and served his internship at Fairview hospital in 
Minneapolis. 


Dr. Seitz practiced medicine continuously at Barnes- 
ville from 1937 until 1950 when he moved to Richardton, 
North Dakota. He returned to Barnesville the next year 
and was active in practice there until a short time before 
his death. 

Survivors include his wife, Bernice,-and two daugh- 
ters, Mrs. John Acker of Dickinson, North Dakota, and 
Beatrice, of Barnesville, also one son, Donald, of Barnes- 
ville, and a sister, Mrs. K. W. Preston, of Ada, Ohio. 
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. Of General Interest * 





Dr. and Mrs. Walter S. Neff, of Virginia, were 
honored on their twenty-fifth wedding anniversary, 
September 1, by the community members at an open 
house celebration. During the fifteen years that Dr. 
Neff has practiced in Virginia, he has been active in 
community projects. Currently he is serving as a 
member of the Virginia School Board. 

* * * 


Serving as members of a panel, “What is New for 
the Geriatric Patient,” which was presented at the 
meeting of the American Association of Nursing 
Homes the first week in September, were Dr, G. K. 
Stillwell and Dr. Mary H. Teberg, of the faculty of 
the University of Minnesota. Dr. Robert N. Barr, 
of the State Health Department, served as moderator 


of the panel. 
* * * 


Dr. Harley Racer, who has been associated with 
Dr. Ralph Rayner in the Gibbon Clinic in Gibbon, 
for the past year, left in August to practice in Still- 
water where he will be associated with Dr. Henry 
Van Meier. 

* * * 

Dr. Harold Thysell, a Lion’s member, of the Crook- 
ston Clinic, spoke on polio at the regular noon 
luncheon meeting of the Lion’s Club held August 
17, at the Hotel Crookston. 

* x * 


Dr. E. J. Engberg, of Faribault, was re-elected 
president of the Rice County Public Health Asso- 
ciation at the annual meeting held in late August. 

* * * 


Hospital administrators and nursing leaders from 
all parts of the state met August 21, to discuss the 
necessity of providing further funds for the rural 
nurse education program. The program of sending 
student nurses on regular rural affiliations was begun 
as a demonstration project by the University of Min- 
nesota School of Nursing and has been supported by 
various organizations such as the W. K. Kellogg 
Foundation and the Farm Bureau Women of Min- 
nesota. Currently fourteen urban nursing schools 
send their students to hospitals in six smaller com- 
munities—Hibbing, Bemidji, Grand Rapids, Worth- 
ington, Stillwater, and Glencoe. 

a” cs * 

Dr. James W. Rae, Jr., former fellow in physical 
medicine of the Mayo Foundation, who has been 
acting chairman of the Department of Physical 
Medicine and Rehabilitation of the University of 
Michigan Medical School, was named chairman and 
promoted to associate professor in August. 

* * * 

Dr. J. R. Brown, of the Mayo Clinic, attended a 
meeting of German neurologists, neurosurgeons, 
psychiatrists and neuropathologists, held in Munich, 


1092 





Germany, August 26 and 27. From there, Dr. Brown 
went to Lisbon, Portugal, to attend the meeting of 
the International Congress of Neurology. 

ok ok * 


Dr. Robert N. Barr, chief of the special services 
section of the State Health Department, was the 
main speaker at the dedication of the new $636,000 
addition to the St. Cloud Hospital’s school of nurs- 
ing. The new addition provides residence quarters 
for 150 student nurses, as well as classrooms, a 
chapel, library, lounge, and laboratories. 

* * * 


Dr. John R. Earl, of Saint Paul, was elected presi- 
dent of the Minnesota’ Surgical Society at the August 
meeting. Dr. W. J. Deweese of Bemidji, was elected 
vice president, and Dr. Owen G. McDonald, of 
Duluth, secretary-treasurer. 

* * * 

Dr. P. S. Hench, of the Mayo Clinic, addressed the 
Eighth International Congress on Rheumatic Dis- 
eases in Geneva, Switzerland, August 25. Dr. Hench 
spoke on “The Cortisones and Corticotropins in 
Rheumatic Arthritis.” 

* * * i 

Dr. E. S. Palmerton, of Minneapolis, joined the 
staff of the Park Region Medical Center in Fergus 
Falls in August. Dr. Palmerton completed a three- 
year fellowship, specializing in eye diseases, at the 
University of Minnesota, in July. 

.¢ <¢ 

Dr. Lloyd E. Harris, of the Mayo Clinic, Depart- 
ment of Pediatrics, spoke August 17 on the signs 
and symptoms of polio to nurses and lay persons 
attending the Fillmore County Polio Nursing Work- 
shop held August 17 and 18 in the courthouse in 
Preston. 

* * * 

Dr. Stanley S. Chunn, who has been in the practice 
of ophthalmology and otolaryngology in Pipestone 
for the past eighteen years, moved to Willmar in Au- 
gust, and now practices his specialty as a member 
of the Lakeland Medical Center group. 

oa oo * 

Dr. and Mrs. Charles W. Mayo, of Rochester, were 
guests of honor at a dinner held in the Curtis Hotel, 
Minneapolis, August 24. The dinner was given by the 
Minnesota United Nations Association honoring Dr. 
Mayo for his recent appointment as alternate delegate 
to the United Nations Assembly, and Mrs. Mayo for 
her service as a member of the board of directors of 
the Minnesota United Nations Association. 

* * * 


Dr. Victor Johnson, of the Mayo Clinic, repre- 
sented the American Medical Association at the First 
World Conference on Medical Education, held in 
London, England, the week of August 24. As vice 
president, Dr. Johnson presided over the section 
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Every so often someone who has previously given only a casual thought 


to purchasing Municipal Bonds for himself finds an opportunity to learn 
Once he becomes familiar with the inherent security and tax-exempt 
features of Municipal Bonds he is quite likely to believe ““That’s for Me.” 


We invite you to investigate—then give serious consideration to the 


purchase of Municipal Bonds for your own security. 


JURAN & MOODY 


MUNICIPAL SECURITIES EXCLUSIVELY 


93 E. SIXTH STREET 
ST. PAUL 1, MINNESOTA 











sessions on “Requirements for Entrance into Medical 
Studies. The Selection of Students.” He also par- 
ticipated in a survey of medical schools in Dublin, 
Ireland. 

; * * * 

Dr. Eugene L. Bauer, of Saint Paul, attended the 
meeting of the American Otorhinologic Plastic Sur- 
gery Society, held in Chicago, Illinois, October 11. 

e*. £ 

Dr. Earl Opstad, on the Glen Lake Sanatorium 
staff, spoke on “Modern Methods of Tuberculosis 
Treatment,” August 18, to the survey block workers 
of Plymouth Township, Robbinsdale. The mobile 
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x-ray unit survey began in Plymouth Township in 
September. 
ee @ 

Dr. George R. Melzer, of Lyle, after fifty years of 
medical practice, thirty-eight being spent in Lyle, 
retired from active practice in August. 

*x* * * 

Dr. J. F. Haas, of Saint Paul, joined Dr, Glenn E. 
Nelson in his practice at Fairfax, in August. A new 
clinic building for the physicians is under construc- 
tion. Dr. Haas is a graduate of the University of 
Minnesota Medical School and recently completed his 
internship at Ancker Hospital in Saint Paul. 
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HELP FOR 


PROBLEM DRINKERS 


re See er i 





Hazelden Foundation (non-profit) is dedi- 
cated to the treatment of problem drinking 
through research, education, and rehabili- 
tation. It has ideal facilities on Lake Chi- 
sago near Center City, Minn. Your inspec- 
tion is invited at any time. 


HAZELDEN Let us send you 
iTeolel ley Wale) complete information 





A NON-PROFIT ORGANIZATION 


2639 University Avenue St. Paul 14, Minnesota 
24-hour service Phone NEstor 5958 
































AT YOUR CONVENIENCE, 
DOCTOR... 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. | 





Exclusive Prescription Pharmacy 





Biologicals Pharmaceuticals Dressings 
Surgical Instruments Rubber Sundries 


JOSEPH E. DAHL CO. 


(Two Locations) 
100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 
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Dr. O. S. Kulstad, of Dodge Center, made the final 
placing in the county health contest which is spon- 
sored annually by the 4-H Club during the week of 
the Dodge County Fair. 

a 

St. Joseph’s Hospital, of Saint Paul, recently 
opened its new isotope laboratory under the direction 
of Dr. Joseph M. Ryan. Dr. Ryan received his train- 
ing in this field at Oak Ridge, Tennessee, and at the 
Army Medical Center in Washington, D. C. 

ees @ 

Dr. Owen F. Robbins, of Edina, left for Europe 
in August to attend the seventh general assembly of 
the World Medical Association in The Netherlands, 
August 31 to September 5. 

* *k * 

Dr. J. W. Schut, psychiatrist formerly employed at 
the Anoka State Hospital, spent some time visiting 
friends in Anoka, before assuming his new duties at 
Galesburg, Illinois, State Research Hospital, in 
September. 

* = 4 

Dr. John W, Johnson, of Minneapolis, is recover- 
ing from chest injuries he suffered in an automobile 
accident which occurred August 2, near Rapid City, 
South Dakota. Dr. Johnson was released from St. 
John’s Hospital in Rapid City in late August. Mrs. 
Johnson, who suffered injuries of the face, was able 
to leave the hospital after several weeks and return 
to Minneapolis. The three Johnson children were 
not injured. 

ok a ok 

Dr. C. H. Holmstrom, of Warren, served as a 
guest columnist in an early August issue of the 
Warroad Pioneer. 

* * 

Dr. E. M. Anderson, of St. Cloud, served as chair- 
man of general arrangements for the annual Stearns- 
Benton Medical Society picnic held August 8, in thie 
Sauk Rapids Municipal Park, Sauk Rapids. The So- 
ciety sponsors the picnic each year for physicians 
and their families. 

* * * 

Dr. N. F. Musachio, of Foley, was recently named 
president of the Benton County Tuberculosis and 
Health Association. Dr. Musachio replaces Dr. C. S. 
Donaldson, of St. Cloud, formerly of Foley, who 
headed the county association for many years. 

.** = 

Dr. Robert E. Hansen, who recently completed his 
residency in internal medicine at the Mayo Clinic, 
returned to practice in the Adams Clinic in Hibbing, 
in August. 

* * x 

Dr. Roger W. Brockway, who recently completed 
his internship at St. Luke’s Hospital, in Duluth, has 
joined Drs. G. M. Erskine, C. R. Ferrell, and John B. 
Evensta, in their practice with offices in the Medical 
Arts Bulding in Grand Rapids. 

x * 

Dr. Bruce Douglass, of the Mayo Clinic staff, 

served as master of ceremonies at the Mayo Clinic 
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225 Sheridan Road 





INTEREST 


A completely equipped sanitarium for the care of 


nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 





North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


Phone Winnetka 6-0211 








Women’s Club annual picnic which was held Au- 
gust 19 at the Club House for the Mayo Clinic staff 
members. 

x *k x 

Dr. M. M. Hargraves, of the Mayo Clinic staff, 
spoke at the meeting of the International Society of 
Hematology, held in Amsterdam, Holland, the sec- 
ond week in September, and also to a medical group 
in Leyden, Holland. Dr. and Mrs. Hargraves are 
touring Europe for several months. 

* * * 

A new clinical psychologist, Allen Hodges, Ph.D., 
joined the Albert Lea Community Mental Health 
Center, in August. Dr. Hodges, of Oak Ridge, Ten- 
nessee, has been director of guidance in psychology 
in the public schools in Tennessee for the past five 
years, 

x ok x 

Dr. C. W. Broders, former Mayo Foundation fel- 
low who is serving with the Navy Medical Corps, is 
shown in a picture which was published in Life Maga- 
zine, August 10. The picture was taken at the Korean 
fighting front just before the armistice. 

x * x 

Dr. W. M. Kunkel, Mayo Foundation fellow, joined 

the staff at Nopeming Sanatorium in August. 
x ok * 

Dr. Victor Johnson, director of the Mayo Founda- 

tion, attended the First World Conference on Medi- 
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cal Education, held in London, August 22 to 29. 
About 200 physicians from the United States at- 
tended the conference. 

* *k * 


Dr. H. W. Schmidt, Mayo Clinic staff member, re- 
turned to Rochester in August after a two and a 
half months’ tour of Europe. Dr. Schmidt delivered 
a paper at the Second International Congress of 
3ronchoesophagology, held at Le :Zoute, Belgium, 
in June. 

* + 2 

Dr. Maurice L. Straus and Dr. J. Warren Strand 
have formed a partnership in general practice with 
offices at 745 White Bear Avenue, Saint Paul. Dr. 
Strand graduated from the University of Minnesota 
Medical School in 1950, interned at Ancker Hospital, 
Saint Paul, in 1950-1951, and has been associated 
with Dr. Straus since July, 1951. 

x * x 

Dr. F. C. Gibbons, who practiced in Comfrey for 
twenty-two years, visited friends in that commu- 
nity in late August. Dr. Gibbons moved to Long 
3each, California, in 1951. 

x * * 

Dr. George E. Nelson, of Minneapolis, became en- 
gaged, in August, to Miss Helen Jean Anderson, of 
Minneapolis. Dr. Nelson was graduated from the 
University of Minnesota Medical School and com- 
pleted his internship at St. Luke’s Hospital in Chi- 
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| cago. Miss Anderson attended the University of Min- 














nesota and was graduated from St. Mary’s Hospital Dr 
School of Nursing, Rochester. nage 
Gow * * * ciati 
Dr. Roger Anderson, who has been practicing in Ferg 

Detroit Lakes in association with Dr. William C. Mou 

, P Will 

BETTER Dodds for the past year, became associated with Ove 
Dr. B. H. McLaughlin and Dr. C. D. Robinson in the as 

Birth re a Clinic, Crystal Village, Minneapolis, _ 

in SeptemDer. 

Control | ‘+s Lak 
Capt. Sidney Esensten, MC, U. S. Army, of Saint lias 

Paul, was released in August, after spending thirty- ding 

three months in a Communist prison camp. Dr, fort 

Since 1934 Esensten, a graduate of the University of Minnesota Lak 
Medical School, was recalled to the army in 1950. forr 

* * a 

Dr. G. Charles Wilcox, who has practiced in St. D 

Peter since 1948, began practice in Wood Lake, pan 

October 1. Dr. Wilcox received his medical degree Uni 

from the University of Minnesota Medical School on 

0 and served in the Army Medical Corps from 1946 tor) 
WHet 1Y to 1948. rect 

* * * 

° ; The Dr. W. A. Coventry Award, granted as a [ 
memorial to the late Dr. W. A. Coventry, was award- awe 
ed to Miss Rosemary E. Bodie, of Cloquet, at the tha 
graduating exercises of the College of St. Scholastica, of 
department of nursing, Minneapolis, August 23. The ar 


award is given to the nurse in each graduating class 
who “best demonstrates proficiency in obstetric nurs- ae 
ing and exemplifies the qualities of courtesy and 


understanding of the patients’ needs.” A 
STOP ile 
eee 


BEFORE YOU BUY Dr. M. W. Dobson, who was graduated from the 





YOUR NEW CAR— University of Manitoba Medical School, Canada, and 
SEEUS... did graduate work in surgery at Vanderbilt Univer- 

we can save you money on sity, Nashville, Tennessee, has become associated in 

= medical practice with Dr. R. G. Hassett and Dr. J. 
AMERICAN Von Drasek, in the Medical Center in Mankato. 


OK * * 
— Dr. c. G. Uhley, of Crookston, president of the 


Minnesota chapter of the American Cancer Society, 

OF SAINT PAUL : c “oe sas 

reported in September that the 1953 fund drive was 

Svemes Ascnde Robert ot 7h Cs oes over-subscribed by $44,667.13. The fund-drive goal 
had been $318,600 and $363,267.13 was received. 


DANIELSON MEDICAL ARTS PHARMACY, INC. 


10-14 Arcade, Medical Arts Building 





Member Federal Deposit Insurance Corporation 














PHONES: HOURS: 
ATLANTIC 3317 825 Nicollet Avenue—Two Entrances—78 South Ninth Street WEEK DAYS—8 to 7 
ATLANTIC 3318 MINNEAPOLIS SUN. AND HOL.—10T0O1 


























PHARMACAL COMPANY 
_ 1400 Hermes | Place 
3. +, 


the last word in pre-natal therapy 


Imer send for our new brochure M-1053a on 
ULVICAL “ULMER” 
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of Min- : 
lospital Dr. L. H. Rutledge, of Detroit Lakes, was elected internal medicine in Minneapolis. A diplomate of the 
president of the Northern Minnesota Medical Asso- American Board of Internal Medicine and a fellow 
ciation at the annual meeting held August 28, in of the American College of Physicians, Dr. Ulrich 
tien is Fergus Falls. Dr. Rutledge succeeds Dr. G. J. has been president of the Minnesota Academy of 
iam C Mouritsen, of Fergus Falls. Dr. D. L. Jacobs of Medicine, Minnesota Pathology Society, and the 
Pin Willmar, was chosen vice president, and Dr. C. L. Hennepin County Medical Society. Currently Dr. 
d= with ; Ry : 
ub im the Oppegaard, of Crookston, was re-elected secretary- Ulrich is on the staffs of Northwestern, Abbott, Eitel, 
inaiia treasurer. and Deaconess Hospitals, and is a consultant at 
” =e @ Swedish and St. Mary’s Hospitals. He has held the 
Dr. and Mrs. J. E. Carman, formerly of Detroit rank of emeritus professor from the University of 
Se Lakes, were honored at a garden reception at their Minnesota Medical School since 1951. 
HM Saint home in La Canada, California, on their fiftieth wed- a 
thirty- ding anniversary. August 20. Dr. Carman ended The 1952-1953 report of the public school health 
Pp. Dr. forty-three years of medical practice in Detroit department of Duluth shows that Dr. Carl O. Kohl- 
anesots Lakes in the fall of 1950, when he moved to Cali- bry, medical director, conducted about 5,000 physi- 
1950. fornia. cal examinations on elementary school pupils and 
; * * * 700 examinations on athletes during the year. 
in St. Dr. Lawrence Larson, of Minneapolis, accom- * * + 
Lake, panied Dr. Walter J. Breckenridge, director of the Dr. C. L. Sherman, of Luverne, was honored in 
degree University of Minnesota Museum of Natural History, commemoration of his fifty years as a physician and 
School on a trip into the wilds of the Hudson Bay terri- surgeon in Luverne by a community “open house,” 
m 1946 tory, in July. Dr. Larson has a series of color photos September 24. Included on the committee in charge 
recording scenery and adventures of the expedition. of arrangements were Drs. F. W. Bofenkamp, A. C. 
“=? Martin, and Ervin S. Boone. 
dasa Dr. Henry L. Ulrich, aged seventy-seven, was oe 
award- awarded the St. Barnabas Bowl, an award for activity Dr. William R. Kueffner, Southport, Connecticut, 
_at the that marks him as outstanding among medical men formerly of Saint Paul, was married October 24, to 
imeem of Hennepin County, September 2. Dr. Ulrich has Miss Nancy Joan Burst-Brown, of Fleet Hampshire, 
23. The a record of fifty-one years of continuous practice in England. Dr. Kueffner was graduated from the 
1g class 
ic nurs- 
sy and 
ACCIDENT ¢ HOSPITAL « SICKNESS 
om the INSURANCE 
da, and ' 
Univer- For Physicians, Surgeons, Dentists Exclusively 
lated in 
| Dr. J. a PHYSICIANS _ 
to. SURGEONS 
COmE FROM DENTISTS 
of the 
Society $5,000 accidental death Quarterly $8.00 $15,000 accidental death — Quarterly $24.00 
“on aide $25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 
ve goal $10,000 accidental death Quarterly $16.00 $20,000 accidental death — Quarterly $32.00 
ad. $50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 
COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 
a Single Double Triple Quadruple 
. 60 days in Hospi 5.00 da 10.48 per Gv 100) per Oy 20.00 per day 
- 30 days of Nurse at Home. 5.00 per day 10.00 8” 15.00 per day 20.00 per day 
tory Fees in Hospital 5.00 15.00 20.00 
Operating Room in Re pital 10.00 30.00 40.00 
a 9 Anesthetic in Hospital 10.00 30.00 40.00 
X-Ray in Hospital 10.00 20:00 30.00 40.00 
/TO1 Medicines in Hospital 10.00 20.00 30.00 40.00 
Ambulance to or “from Hospital........ccscssssssssssessesseeens 10.00 20.00 30.00 40.00 
COSTS es 
Adult 5.00 7.50 10.00 
Child to age 19. 150 3.00 4.50 6.00 
Child over age 19 .................. 2.50 5.00 7.50 10.00 
$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
51 years under the same management 
400 First National Bank Building 
— Omaha 2, Nebraska 
[EDICINE $200,000.00 deposited with State of Nebraska for protection of our member: 
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SKILL AND CARE! 


Combine with quality materials in 
all Buchstein-Medcalf orthopedic ap- 
pliances. Our workmanship and 
scientific design conform to the most 
exacting professional specifications. 
Accepted and appreciated by physi- 
cians and their patients for more 
than 45 years. 
ARTIFICIAL LIMBS, TRUSSES, 


ORTHOPEDIC APPLIANCES, 
SUPPORTERS, ELASTIC HOSIERY 








Prompt, painstaking service 


Buchstein-Medcalf Co. 


223 So. 6th St. Minneapolis 2, Minn. 











Distributors to the profession 
of fine 


Injectable Vitamins and Endocrines 


Interstate Pharmacal Company 
P.O. Box 252 Beloit, Wis. 


MAIL ORDERS SHIPPED IMMEDIATELY 











University of Minnesota Medical School and did 
graduate work in pediatrics at New York Hospital. 
*x* * * 

Dr. L. J. Kucera, chief of the medical section of 
the Veterans Administration insurance service, Ft. 
Snelling, from 1949 to 1951, and recently on the 
staff of the Veterans Hospital at Omaha, Nebraska, 
has been appointed chief medical officer of the Veter- 
ans Hospital at Fargo, North Dakota. Dr. Kucera 
assumed his duties at Fargo in late September. 

x * x 

Drs. G. W. Daugherty and J. W. Pender, of the 
Mayo Clinic, attended a meeting of the Saskatche- 
wan Provincial Branch of the Canadian Medical As- 
sociation, held at Lake Waskesiu, Saskatchewan, the 
last week in August. Dr. Daugherty presented a 
paper entitled, “The Current Concepts of the Man- 
agement of Nephritis,? and Dr. Pender, “Prevention 
of Serious Complications During Anesthesia.” 

* * * 
MINNESOTA BLUE CROSS-BLUE SHIELD 

An analysis and review of the Blue Shield claims 
filed for consultation services since October 1, 1952, 
discloses that the number of such claims per month has 
increased eightfold (800 per cent) from the first three 
months that this benefit was provided through the first 
six months of 1953. This marked increase and the con- 
sequent cost are reaching such large proportions that it 
emphasizes the need for review of various controlling 
factors considered at the time consultation services were 
added to the Blue Shield contract. These factors in- 








OMEWOOD HOSPITAL is one of the 
Northwest's outstanding hospitals for the 
treatment of Nervous Disorders—equipped 
with all the essentials for rendering high-grade 
service to patient and physician. 


Operated in Connection with 
Glenwood Hills Hospitals 


HOMEWOOD HOSPITAL 


Corner Penn and Plymouth Avenues North 
Minneapolis Minnesota 














The Birches Sanitarium, Ine. 


A hospital for the care and treatment of 
Nervous and Mental disorders. Quiet, cheer- 
ful environment. 
Recreational and occupational therapy. 


2391 Woodland Avenue 
Duluth 3, Minnesota 


Specially trained personnel. 


Dr. L. R. Gowan, M.D., M.S., Medical Director 
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cluded the financial difficulties encountered by one Blue 
Shield plan as a result of consultations, the safeguards 
necessary to avoid dangerous over-utilization, and the 
fact that consultations should be available to Blue Shield 
subscribers when they are vitally necessary. 

First among the principal safeguards against over- 
utilization of consultation services inserted in the con- 
tract is the requirement that there be “a bona fide and 
urgent need for such consultation services.” This lan- 
guage means that the condition involved, or the medical 
status of the patient, must be such as to constitute a 
serious threat to his life, or else that some basically 
difficult differential diagnosis exists which requires imme- 
diate solution for proper treatment. 

Consultation services had never been provided by the 
Blue Shield contract prior to October 1, 1952. Prior 
to that date the feeling had been growing among the 
members of the Blue Shield Board of Directors that 
some provision should be made whereby consultation 
services could be provided in cases of urgent need. How- 
ever, such a provision could not be included in the con- 
tract solely as an amplification of payment for in-hos- 
pital medical care. The necessity for leaving certain costs 
to the personal responsibility of the subscriber so as to 
prevent any spiral of rate increases still existed, yet this 
seemed a needed addition to the benefits for. those cases 
involving a truly urgent need. 

The second major control of over-utilization is found 
in the contract clause which provides that the final 
determination of the need for consultation services 








Cook County Graduate School of Medicine 
POSTGRADUATE COURSES—1953 


SURGERY—Intensive Course in Surgical Technic, two 

weeks, starting October 12, October 26, November 9 

Surgical Technic, Surgical Anatomy and Clinical Sur- 
gery, four weeks, starting October 26 

Surgical Anatomy and Clinical Surgery, two weeks, 
starting November 9 

Gallbladder Surgery, ten hours, starting October 26 

General Surgery, two weeks, starting October 12 

Surgery of Colon and Rectum, one week, starting 
October 26 

Thoracic Surgery, one week, starting October 12 

Esophageal Surgery, one week, starting October 19 

Breast and Thyroid Surgery, one week, starting 
October 26 

Fractures and Traumatic Surgery, two weeks, starting 
October 26 


GYNECOLOGY—Intensive Course, two weeks, starting 
October 19 
Vaginal Approach to pelvic Surgery, one week, start- 
ing November 2 


OBSTETRICS—Intensive Course, two weeks, starting 
November 2 


MEDICINE—Electrocardiography and Heart Disease, 
two weeks, starting October 12 
Gastroenterology, two weeks, starting October 26 
Gastroscopy, two weeks, starting ovember 2 


DIAGNOSTIC X-RAY—Clinical Course every week by 
appointment 


CYSTOSCOPY—Ten-day practical course starting every 
two weeks 


TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


ADDRESS: REGISTRAR, 707 South Wood Street, 


Chicago 12, Illinois 








orthopedic webbing, 6 inches wide, well rein- 
forced and supplied with perineal straps. 


around hip, 3 inches below the iliac crest. 


special order. 


Professional 
Price 


$5.95 


Abdominal Supporters 


Surgical and Hospital Equipment 
ATlantic 6508, ZEnith 2055 
MINNEAPOLIS 2, MINNESOTA 





Popular Type SACRO-ILIAC BELT 


This high-grade sacro-iliac support is made of 


To determine size needed, take measurements 


Stock sizes 30 to 44. Extra sizes available on 


Elastic Stockings 


C. F. ANDERSON CO., INC. 


901 Marquette Ave. 





Trusses 








Octorer, 1953 
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PROFESSIONAL PROTECTION 
EXCLUSIVELY 


SINCE 1899 





MINNEAPOLIS Office: 3) 

Robert L. McFerran, Rep., au 

2426 Clinton Ave. So., Apt.E-8,  - 

a Telephone Fillmore 1292 zs 
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 GARTHORE WILLIAMS 


r. 
UNUSUAL LENS GRINDING 


CATARACT, 
MYO-THIN 
and other difficult 
and complicated 
lenses are ground to 
extreme thinness and 
accuracy by our 
expert workmen. 


SAINT PAUL 
MINNESOTA 








shall be made by Blue Shield itself. Need for such a 
provision was apparent in cases of obvious abuse of the 
consultation benefit, and in cases in which differences of 
opinion are found to exist. Also, incorporating such a 
provision in the contract seemed necessary as a check 
upon excessive or hazardous costs of consultation serv- 
ices. Quite obviously, the intent of this language was 
not rejection of consultation claims in urgently needy 
cases, but administrative control if use of consultation 
gets out of hand. 

And the third safeguard consists of the limitation of 
one consultation for each subscriber for each year, and 
the further stipulation that the consultations cannot be 
accumulated. The practical effect of this limitation is 
that a subscriber may have one paid consultation per 
contract year, but that if no consultation is used one 
year, more are not available the next year. 

From the foregoing, it is apparent that the purpose 
of the consultation provision is to make available to the 
subscriber and the profession an additional benefit in 
those cases where such services are warranted because 
of the danger to the life of the subscriber, or because 
of a difficult differential diagnosis of vital importance 
to the life of the subscriber. It is not intended for 
cases where the patient’s life was not endangered, or 
where the attending physician simply felt that for the 
patient’s general welfare another physician should be 
consulted. In such instances, the cost must, of necessity, 
be left to the subscriber, or the end-result will require 
either a premium increase or a reduction of benefits 
elsewhere. It is believed that with the full understanding 
of the profession of all these considerations regarding 
consultation and the need to control its abuse or over- 
utilization, this relatively new benefit should be of 
mutual advantage to subscribers and members of the 
profession. 

* * * 

The AMA Council on Medical Service now has 
available for distribution copies of a detailed report on 
county medical society grievance committees. The study 
deals with the organization, functions, and operations of 
198 mediation committees throughout the country. To 
make the data more practical, societies have been divided 
into groups according to size. 

















PATTERSON SURGICAL SUPPLY COMPANY 


130 W. Seventh Street, St. Paul 2, Minn. 


HOSPITAL AND PHYSICIANS SUPPLIES AND EQUIPMENT 
Cedar 1781-82-83 
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BOOK REVIEWS 


Books listed here become the property of the Ramsey, 
Hennepin and St. Louis County Medical Libraries when 
reviewed. Members, however, are urged to write re- 
views of any or every recent book which may be of 
interest to physicians. 
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ANTIBIOTICS. Second Edition. Robertson Pratt, 
Ph.D., Professor of Pharmacognosy and Plant Phy- 
siology, University of California College of Pharmacy, 
Consultant on Antibiotics, and Jean Dufrenoy, D.Sc., 
Research Associate in Antibiotics, University of 
California College of Pharmacy. 398 pages. Illus. 
Price $7.50, cloth. Philadelphia: J. B. Lippincott 
Co., 1953. 


SEXUAL BEHAVIOR IN THE HUMAN FEMALE. 
Alfred C. Kinsey, Wardell B. Pomeroy, Clyde E. 
Martin and Paul H. Gebhard, Research Associates oi 
the Staff of the Institute of Sex Research, Indiana 
University. 842 pages. Illus. Price $8.00, cloth. 
Philadelphia: W. B. Saunders Co., 1953. 


MANAGING YOUR CORONARY. William A. 
Brams, M.D. 158 pages. Illus. Price $2.95, cloth. 
Philadelphia: J. B. Lippincott Co., 1953. 


ROCKEFELLER FOUNDATION. Annual Report, 
1952. 465 pages. Illus. New York: Rockefeller 
Foundation, 1953. 


THE PEOPLE’S HEALTH. A History of Public 
Health in Minnesota to 1948. Philip D. Jordan, Ph. 
D., Professor of History, University of Minnesota. 
524 pages. Illus. Price $5.00, cloth. Saint Paul: 
Minnesota Historical Society, 1953. 


SYNOPSIS OF PEDIATRICS. Sixth Editiou. John 
Zahorsky, A.B., M.D., F.A.A.P., Professor Emeritus 
of Pediatrics and formerly Director of the Depart- 
ment of Pediatrics, St. Louis University School of 
Medicine, and formerly Pediatrician-in-Chief to the 
St. Mary’s Group of Hospitals, Fellow of the Amer- 
ican Academy of Pediatrics. Assisted by T. S. Za- 
horsky, B.S., M.D. Senior Instructor in Pediatrics, 
St. Louis University School of Medicine, and Assist- 
tant Pediatrician to the St. Mary’s Group of Hospitals. 
470 pages. Illus. Price $7.50, flexible binding. St. 
Louis: C. V. Mosby Co., 1953. 


TOBACCO AND THE CARDIOVASCULAR SYS- 
TEM; THE EFFECTS OF SMOKING AND OF 
NICOTINE ON NORMAL PERSONS. By Grace 
M. Roth, Ph.D., Associate Professor of Experimental 
Medicine, Mayo Foundation for Medical Education 
and Research, Graduate School, University of Minne- 
sota, and Consultant in Section on Physiology, Mayo 
Clinic, Rochester, Minnesota. 60 pages. Price $2.25. 
Springfield, Ill.: Charles C Thomas, ©1951. 


This monograph, written by Dr. Roth, is an excellent 
presentation of the problem of tobacco in relation to the 
cardiovascular system. It contains the experimental 
data which have been accumulated concerning the effects 
of tobacco on the cardiovascular system with specific 
reference to nicotine. It represents an important con- 
tribution to the problems of cardiovascular disease and 
is a monograph which every physician and surgeon 
dealing with such problems should read. 


Dr. Roth has had a great deal of experience in this 
field, and her opinions carry considerable weight. 


FrepericK M. Owens, Jr., M.D. 
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Classified Advertising 





Replies to advertisements with key numbers should be 
mailed in care of MINNESOTA MEDICINE, 2642 University 
Avenue, Saint Paul 14, Minn. 


RADIOLOGIST—Diplomate American Board in Radi- 
ology, thirty-one years old, Priority IV, Member 
ACR, desires association with hospital, individual or 
group. Address E-381, care MINNESOTA MEDICINE. 


FOR RENT—Attractive doctor’s suite in south Minne- 
apolis. Wonderful location for a practice to be built 
up, or as an outlying office for a downtown doctor. 
Write Wm. L. Cochrane, 7301 Fremont Avenue South, 
Minneapolis 19, Minnesota. Telephone RO 9-8758. 


WANTED—Locum tenens for one or more months. 
Address E-377, care MINNESOTA MEDICINE. 


WANTED—Associate in general practice, prefer some- 
one with surgical experience. Address E-378, care 
MINNESOTA MEDICINE. 


FOR SALE—Active practice, home also available if 


desired, terms reasonable. Address E-379, care Mrn- 
NESOTA MEDICINE. 


FOR SALE: 
equipment in 
E-385, care 


Saint Paul practice for the price of the 
fast-growing neighborhood. Address 
MINNESOTA MEDICINE. 


WANTED—Psychiatrist—to 
mental hospital. Rocky Mountain region—serving six 
state area—devote some time to out-patients also. 
Five-room home available. Colorado license necessary. 
\ddress E-386, care MINNESOTA MEDICINE. 


associate with 100-bed 


PHYSICIANS’ OFFICES—Several spaces available in 
modern air-conditioned clinic building, having com- 
plete laboratory and x-ray facilities available, adjacent 
to new hospital in Saint Paul. Ample parking space. 
Five minutes from loop. Rent as low as one hundred 
dollars per month. May also share in referrals. Ad- 
dress, 642 East Seventh Street, Saint Paul 6, Minne- 
sota. 


DOCTOR URGENTLY NEEDED in newly devel- 
oped and rapidly pote community in Saint Paul, 
accessible to both Saint Paul and Minneapolis. Office, 
examining room and laboratory; share reception room 
with dentist. Rent reasonable. Telephone DeSoto 
3766 mornings before 1 P.M., or after 8 P.M. 





PLACEMENT SERVICE 


The Minnesota State Medical Association main- 
tains a Medical Placement Service for the benefit 
of physicians who are looking for locations and 
positions; also for communities, medical grou ? 
and physicians who are looking for licensed m 
cal assistance. For information, write to the 
Minnesota State Medical Association, 496 Lowry 
Medical Arts Bidg., Saint Paul 2, Minnesota. 








| Camel 
| Caswell-Ross 
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